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SOME OBSERVATIONS ON THE 
SURGICAL TREATMENT OF 
MITRAL STENOSIS* 


PAUL DAVID, M.D. and 
EDOUARD GAGNON, M.D., Montreal 


WE HAVE TO DATE PERFORMED commissurotomy 
on 11 patients since February 1, 1950.1. We 
would like herewith to present a few thoughts 
on the surgery of mitral stenosis. These obser- 
vations are based on findings in our small 
number of cases and seem interesting and im- 
portant to us. 

Postoperative results are assessed by an analy- 
sis of subjective symptoms both before and 
after surgery. In some of our cases we have a 
16 month follow-up period. We realize that com- 
parison of symptoms is not as adequate as ob- 
jective, concrete, findings and the results can 
easily be falsified either by the patient to please 
his doctor or by the doctor to please himself. 
Nevertheless one must realize that subjective 
symptoms and their possible correction are the 
reason for the patient’s consulting and sub- 
mitting to surgery. Because of the importance 
of symptoms therefore it is of primary impor- 
tance to carry out a searching, chronologically 
detailed case history in all patients. 

The case history must include all the steps in 
the patient’s life, from year to year. We attempt 
to have a complete physical and psychological 
inventory of our patient, especially in regard 
to the 6 months or so preceding operation. 
Finally we always ask the patient what he aims 
to achieve by submitting to operation and the 
specific reason or reasons for which he is willing 
to undertake such a risk. Men usually wish to 
achieve sufficient exercise tolerance to allow 
them to earn a living again.Young girls hope to 
recover a physical state that will permit mar- 
riage, and married women usually want to be 
*Read at the Annual Meeting of the Canadian Heart 
Association, Montreal, June 19, 


1951. 
+From the Departments of Cardiology and Surgery, 
Hopital Notre-Dame, Montreal. . 
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companions to their husbands once more, there- 
by relieving him of domestic worries, and re- 
covering the happiness which they once had. 

It is only with a precise and detailed history 
that the symptomatic response following opera- 
tion can be judged, and that one can determine 
how many of the patients have reached their 
operative goal. To illustrate this point we submit 
the case history of the second patient to be 
operated upon, 15 months ago. 


Leo L., a young man of 22. At 7 years of age he had 
acute rheumatic fever and was in bed 6 months. From 
9 to 12 years: several attacks of chorea. 

At 14 years he spent 8 months working, loading 
barrels weighing 150 lb. on to trucks and loved bicycle 
trips, frequently travelling 40 to 50 miles. At 16 we 
find him still working but for the first time he becomes 
breathless on stairs and a doctor informs him that “his 
heart is bad”. From the age of 18 to 20, after exertion, 
he has bouts of so called “bronchial asthma” lasting from 
3 to 15 days in which he has blood stained sputum. 
After quitting work these pulmonary accidents disappear. 

At the age of 21 he goes through an attack of pulmon- 
ary cedema with hzmoptysis of one cupful of blood. 
From that time on even at complete rest, he had fre- 
quent bloody sputum with bouts of large haemorrhages 
(75 in all up to operation). For the 12 months previous 
to surgery a required hospital care on 4 occasions 
in 8 different hospitals spending a total of 10 months 
out of 12 in these institutions. 

His operative goals were: (1) to be relieved of his 
hzemoptyses, which were threatening his life and, (2) 
to be able to return to work and relieve his poor family 
of the burden that he was. He underwent commissur- 
otomy on March 8, 1950 and convalesced for 6 months. 
For the past 9 months he has been working for an 
electrical equipment factory, has not taken time off for 
illness, has not once had blood tinged sputum and can 
run upstairs without shortness of breath. He feels, in 
his own words, “100% better”—and has reached the 
- he set himself: no more bloody sputum and paying 

is way. 


Without reference to objective signs, x-ray 
films, or electrocardiograms we have classified 
this result as excellent. One would have to be 
“hard to get along with” to deny that commis- 
surotomy was a success in this patient. We do 
not claim to have “cured” this young man. But 
we are firmly convinced that his improvement 
has been spectacular in the 15 months that have 
elapsed since operation. How long the good 
effects will continue we cannot tell, nevertheless 
we will never regret having operated upon him 
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were he to die tomorrow. We are just as firmly 
convinced that surgery in this case gave results 
impossible to achieve by medical means. One of 
the outstanding proofs of this was the fact that 
he spent 10 out of 12 months in hospital before 
operation and even under hospital care spat up 
blood almost daily. 

It is with such subjective assessment that we 
present our results to date. 


Canad. M. A. J. 
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Another objective assessment could be ob- 
tained by comparing pre- and _ postoperative 
respiratory physiology tests. In co-operation 
with Dr. Grégoire of the “Lavoisier Institute of 
cardio-pulmonary function”, we are undertaking 
at present a study of this problem, the results 
of which should be helpful. 

Our experience to date has shown us that we 
cannot rely on auscultation to assess results. The 


TABLE I. 
RESULTS OF SURGICAL TREATMENT IN MITRAL STENOsIs* 


Edouard Gagnon M.D. and Paul David M.D., Hépital Notre-Dame, Montreal 





Age Sex 


Op. risk 


Op. date 


Follow up 
(to 1/5/51) 


Result 





q 7 M Poor 


22 M Bad 


M Bad 


Feb. 27/50 
Mar. 8/50 


“May. 11/50 


14 months 
13 months 


, 11 months 


Excellent 
Excellent 


Death (technical error) 





M / Good 


M ~ Bad 


June 28/50 
Nov. 13/50 


10 months 


6 months 


Death (cardio-vasce. coll.) 


Excellent 





F - Good 


Dec. 28/50 





Bad 


Jan. 10/51 


4 months 


No section done as no 
stenosis (regurgitation) 








Good 


Feb. 12/51 


4 months 


Good 





3 months 





saa) j i Good 


Mar. 14/51 


2 months 








: 10 . : . Good 
11 





/ “April 2/51 


1 month 


Excellent 
Excellent 


Good 





April 9/51 


3 weeks 


Excellent 


*The first seven cases have been reported in detail in Union Médicale du Canada, 80: 660, 1951. 
+Operation performed at Queen Mary Veterans’ Hospital. Consulting cardiologist: Dr. Palmer. 





Greater interest may be shown and more im- 
portance may be attached by some, if one could 
add objective criteria. Objective tests would 
give us figures, and consequently tangible proof 
that might be more satisfying to the “critique” 
by the medical mind. Such findings might pro- 
ject concretely the symptomatic result of a suc- 
cess or a failure. Along these lines we have been 
content in the last 5 or 6 cases to measure the 
left intra-auricular pressures before and after 
commissurotomy. These have been found to 
measure from 220 to 530 mm. water before and 
have been reduced to 130 to 220 mm. follow- 
ing the sections (the normal figure varying from 
100 to 120 mm. water). The postoperative 
follow-up in these cases is not as yef sufficient 
for us to correlate these pressure changes with 
the clinical results. Bailey and associates have 
recommended taking pressures postoperatively 
at 6 month intervals by cardiac catheterization 
but we have not as yet used this method. 


changes in the quality or intensity of thrills, 
murmurs, rumbles and even rhythm changes do 
not go hand in hand with the subjective im- 
provement. Much can be learned still by the 
surgical exploration of the mitral valve that 
may, with time, even change some “classical” 
heart signs. Nevertheless we feel that the find- 
ing of a discrete apical systolic murmur post- 
operatively is a good sign. We have to date 
found this so in our best results. 

The greatest number of our cases remained 
with typical mitral stenosis heart findings. The 
presence of a systolic murmur before operation 
is a very important sign. The louder it is the 
wider the opening will be. In one case the 
murmur was very loud and the mitral opening 
could have easily accommodated two fingers. 
In the face of a loud systolic murmur the sur- 
geon must be ready to correct the regurgitation 
as well as the stenosis, if need be. This has been 
done in a recent case, not included in the 
present series. 
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At the present time we are against “prophy- 
lactic” commissurotomy in patients with a well 
compensated mitral stenosis. We have all seen 
some individuals with a pure stenosis from 
infancy live on in good compensation. We feel 
that there are still too many things to learn in 
cardiac surgery and that the operative risk (18% 
to date in our hands), is still too large to recom- 
mend the operation as a prophylactic measure 
in patients having few or no symptoms. 

On the other hand we recommend surgery 
with great firmness in patients who give a 
history of: pulmonary oedema, hzmoptysis, peri- 
pheral emboli, right heart failure or physical 
disability of 30% or more. In such cases the 
operative risk is less serious than the indifference 
of the physician who entrusts the patient to pills 
or injections without due consideration to the 
inevitable progress of the disease and its fatal 
outcome. We have had 3 patients die cn our 
hands before we could complete our investiga- 
tion to determine the surgical indications. 
Caught between prophylaxis and these fatal out- 
comes the physician’s duty is to reach a decision 
at a time when successful surgery can still be 
performed. 

Finally we have been struck by the number 
of our patients who, during and especially after 
operation, have gone into auricular fibrillation. 
Seven out of 11 cases fibrillated. On 6 occasions 
we attempted to convert the rhythm by the use 
of quinidine sulphate with 3 satisfactory results; 
of the 3 failures, one died. The cause of death 
was found to be a section in the anterior leaflet 
causing fatal regurgitation. The two remaining 
are still fibrillating. The 7th case reverted to sinus 
rhythm spontaneously after a few days. Another 
patient (not included in our statistics) was 
operated upon in Philadelphia and returned here 
fibrillating: she is now in her 10th postoperative 
week and has not reverted. We attribute this 
high incidence of rhythm changes to the auricu- 
lar trauma during surgery. Attempts at reversal 
to sinus rhythm are justified as we have not 
encountered recurrence of the fibrillation in 
those cases that were converted. 

From the surgical viewpoint three features 
need to be stressed. 

1. The surgical approach through a postero- 
lateral incision is to be preferred to the anterior 
one, as in this way the heart is easily exposed 
and not dislocated during the procedure. 

2. It has been recommended by some* that 
“digital fracture” or forcing the finger through 
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is all that is required in most cases. It is our 
feeling that this procedure is more dangerous 
as one cannot tell where the “fracture” will oc- 
cur. If perchance it occurs at a weak spot on 
the anterior leaflet, fatal regurgitation is likely. 
In several of our cases after an initial section 
had not sufficiently enlarged the opening, the 
finger was forced through in the belief that the 
tear would then occur along the line of the 
previous cut. 

3. The section of the median commissure has 
been abandoned after the third case. The median 
commissure is harder to identify by palpation 
than the antero-lateral and therefore it is easy 
to cut anterior to the commissure itself. This cut 
in the anterior leaflet allows blood to regurgitate 
at systole as this leaflet acts as a “watershed” 
directing blood to the aorta. 

Our third patient died because of this and we 
have since been satisfied with the antero-lateral 
section only, followed by finger dilatation as re- 
quired with good results. | 

In conclusion, we are convinced that commis- 
surotomy has proved its worth. Our results, 
though on a very small scale, can be compared 
to those of Bailey, Glover and ONeill. In a 
recent personal communication O'Neill‘ has 
given us the following results on a series of 215 
operations: deaths 10%; no improvement 13%; 
improved 32%; excellent 41%. 

They classify as excellent those patients who 
are able to resume an active life without symp- 
toms. 

Using the same standards in our 11 cases we 
would have: deaths 18%; no improvement 
9.04% (no commissurotomy done—because of 
regurgitation); improved 18.1%; excellent 54.5%. 

On the basis therefore of our personal ex- 
perience we feel certain that a great number of 
cases of tight mitral stenosis can be helped 
surgically while medical treatment has nothing 
to offer. 
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RESUME 


Les auteurs rapportent les résultats de commissur- 
otomies pratiquées chez 11 malades atteints de sténose 
mitrale. Ils furent excellents dans 54% des cas qui 
purent étre suivis seize mois aprés Yopération; la 
mortalité a été de 18%. Pour juger des résultats il im- 
porte de se fier surtout sur des constatations subjectives et 
non sur l’auscultation et les changements dans la qualité 
et lintensité des murmures. 
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On recommande Ilopération surtout chez les malades 
qui ont une histoire d’cedéme pulmonaire, d’hémoptysie, 
d’embolie périphérique et d’insuffisance du coeur droit. 
Elle n’est pas a conseiller comme mesure prophylactique 
chez des sténosés qui sont bien compensés. 

Du point de vue du protocole opératoire, trois points 


UPPER GASTRO-INTESTINAL 
HAEMORRHAGE 


DEAN MACDONALD, M.D., F.A.C.S. and 


OMAR Z. YOUNGHUSBAND, M.D., 
F.R.C.P.[C.], St. Catharines 


A CAREFUL stupy of the morbidity and the mor- 
tality rates in upper gastro-intestinal haemor- 
rhage shows that while some patients can be 
saved only by early and adequate surgery, others 
die following operation. Such a study also shows 
that medical treatment alone may either help 
or hinder the patient in his effort to recover. 
In view of these facts, and because there is such 
a difference of opinion regarding both the im- 
mediate and future therapy, it would appear 
that the philosophy of the therapist is one very 
important factor determining the prognosis. Too 
many articles deal with the low mortality rates, 
and too few discuss the high mortality and the 
higher morbidity rates that exist generally. Any 
condition which averages more than one death 
every hour of the day and night throughout the 
year, as do the complications of peptic ulcer, is 
worthy of continual revaluation. 

Many patients who seem to be bleeding only 
moderately or whose bleeding appears to be 
under control (i.e., blood loss compensated for ) 
can die suddenly, one cause of which may be 
irreversible hypoxic damage which has not been 
acute, but which has been insidiously progres- 
sive. Thus it would seem that the “differential 
prognosis’ is somewhat dependent upon factors 
which are often partially controllable, and that 
these controllable factors may be allowed to 
progress to the uncontrollable or the irreversible 
state without sufficient concern. Some of this 
mortality is therefore preventable. We believe 
that there is no group of sick people who de- 
serve more thought, more careful watching, and 
better clinical judgment, plus consultation and 
co-operation between the internist, the gastro- 
enterologist, and the surgeon, than do these 
patients. Although such requisites are found’ only 
in an “optimum concentration” in the larger 
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sont a souligner: (1) JT incision postéro-latérale est 
préférable 4 Tlincision antéro-latérale; (2) la dilata- 
tion digitale n’est pas 4 recommander sauf si_ elle 
a été précédée d’une incision; (3) A la section de la 
commissure médiane, difficile 4 identifier, on préfére 
maintenant la section antéro-latérale. 


clinics and teaching centres there is, neverthe- 
less, a common denominator which is an im- 


. perative part of good therapy, and which should 


be obtainable in any hospital, large or small. The 
present discussion concerns this fundamental 
denominator, which has to do with the attitude 
and the philosophy of the physician as much as 
with the more commonly accepted laboratory 
and clinical procedures. 

The problem is not, as it is too often thought 
to be, one of medical versus surgical treatment, 
but rather one of how much of each, and when 
does each become: the primary consideration. 
The low mortality rates, so often reported in 
the literature, may create a feeling of false and 
dangerous complacency. This should not be. If 
there is any mortality rate, then each case is 
a potential candidate for that rate. The therapist 
should therefore focus his attention on the mor- 
bidity and the mortality rates no matter how 
low, rather than on the high recovery rates. 
Percentage rates, in general, mean little, if any- 
thing, in the outcome of any individual case. 
When it is considered that some series show a 
death rate as high as 10 to 20%, it becomes 
obvious that the physician can rightfully and 
profitably consider each patient as a potential 
mortality, regardless of therapy. This is not 
pessimism. 

The keystone of successful treatment in any 
disease is prevention, and this is nowhere more 
applicable than in the prophylactic treatment of 
those late shock states which may result from 
the loss of large amounts of blood (oligemic 
shock). After vital areas have withstood and 
survived, apparently unharmed, the loss of blood 
for even short periods, there may come a time, 
totally unpredictable, and which may not be 
recognized when it first appears, when the ade- 
quate replacement of all blood lost will not 
replace those factors which are necessary for 
normal function, and even life. In such cases 
death is not the result of loss of blood per se, 
because complete replacement of the blood lost 
—if given too late—will not prevent death. Such 
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deaths result from the loss of kidney, cardiac, 
adrenal or some other intrinsic and vital func- 
tion produced by untreated and/or unrecog- 
nized hypoxia and exhaustion; and even by 
these conditions when they are recognized, but 
to which sufficient importance has not been 
given. Autopsy studies have shown that in many 
instances antemortem thrombi had plugged the 
vessels through which the blood was previously 
lost, and that bleeding could not have occurred 
for several days prior to death. This knowledge 
is one reason why the problem should be well 
understood by all concerned with it, and why 
there should be the maximum co-operation be- 
tween the physician, the patient, the nurses, 
and the laboratory staff. We believe that the 
nurses and the laboratory technicians should be 
taught these fundamentals, as well as the physi- 
ology of blood loss, in their lectures. They would 
thus have a more practical interest in the pa- 
tients. This is a much to be desired state because 
a patient who is bleeding depends upon the 
judgment of his doctor so much, and this is 
influenced by the reports from the laboratory 
and nursing personnel. 


THE PuystoLocy oF BLoop Loss 
(OxiczMic) SHOCK 


The clinical picture of shock occurs when the 
circulatory mechanism is no longer able to com- 
pensate for the blood loss (decompensation). 
This will usually appear when the patient has 
lost between 30 and 45% of his blood volume 
(1,000 to 3,000 c.c. depending on size of pa- 
tient and the rapidity of removal). Because this 
state of shock is so serious and because it is 
always reversible early in its course, every 
effort should be made to anticipate it and to 
prevent it by adequate treatment. 

The degree of shock as evidenced by the usual 
clinical signs depends more upon the speed at 
which blood is lost than upon the total amount 
lost. Treatment should produce a warm dry 
skin of good colour with an increasing blood 
pressure and a lowering pulse rate, and if this 
does not occur one must conclude that: (1) 
blood is still continuing to be lost or; (2) the 
state has passed the reversible point or; (3) 
treatment is inadequate. It must be stressed, 
however, that any hemorrhage, no matter how 
small, occurring during the convalescence 


period, will be much more dangerous than a 
similar one occurring when the body. is better 
able to withstand it. 
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THE LOCATION OF BLEEDING 


Although all erosive processes ooze at some 
time, bleeding is of serious import in only a 
small percentage of ulcer cases. Of greater im- 
portance than the incidence of hemorrhage is 
the fact that the older the ulcer the greater is 
the chance of serious bleeding, regardless of 
the age of the patient. While it is important to 
know the exact location of the bleeding it is 
of more importance to consider the case as an 
emergency with serious potentialities, and treat 
it accordingly. The immediate therapy of the 
symptoms thus takes precedence over the diag- 
nosis of the cause. For all practical purposes 
a good history and a quick physical examination 
will provide a working diagnosis which will 
often be the final diagnosis. The present and 
the past history can usually be obtained from 
the family if the patient is too sick. 

X-ray examinations should determine the exact 
position of an ulcer, if possible. Ulcers on the 
anterior wall of the duodenum bleed little, if at 
all. Ulcers on the posterior, the postero-medial 
and the postero-superior walls will bleed much 
if they penetrate deeply, because this posterior 
area (the mesenteric border as contrasted to the 
anti-mesenteric border) is the most vascular, as 
it is further along the bowel wall where.there 
is a mesentery. This area of the pylorus, the 
duodenum and the pancreas is normally very 
vascular and it is much more so when inflam- 
mation is present. In an active inflammatory and 
young (shallow) ulcer, bleeding is more often 
venous than arterial and is less likely to con- 
tinue. Older and less inflammatory areas with 
much scar tissue, produce less congestion and 
hyperemia. Thus older ulcers—usually in older 
patients—are more likely to continue to bleed 
because the ulcer is deeper, and because the 
bleeding area is more scarred and less con- 
tractible, and because the bleeding is more 
likely to be arterial in origin, and because such 
arteries may be arteriosclerotic. 

The idea that the more hemorrhages a pa- 
tient has means the more serious the bleeding 
might be, is right in fact, but not because of 
the number of hemorrhages. They are more 
serious because of the above facts. Young and 
first-appearance ulcers do not often occur in 
the forties and fifties. A fresh and acute ulcer 
with hemorrhage in a fifty year old patient is 
not potentially as serious as bleeding in a patient 
twenty years younger who has had ulcer symp- 
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toms for years. The age of the ulcer thus be- 
comes of more importance than the age of the 
patient. The seriousness of this matter would 
seem to be in the order of (1) old ulcer in 
older patients; (2) old ulcer in young patient; 
(3) young ulcer in older patient; (4) young 
ulcer in young patient. 

For practical purposes a few generalizations 
might be recalled here. Haematemesis means 
that bleeding arises from the proximal side of 
the descending duodenum and often proximal 


to the pylorus; massive hemorrhage is usually 


from a duodenal or a gastric ulcer, but about 
one in ten or twenty patients with massive 
hemorrhage will have a gastric carcinoma; tarry 
stools without emesis means that there is either 
not a massive gastric or duodenal hemorrhage, 
or that bleeding is from the high small bowel 
or gastric mucosa in a Meckel’s diverticulum 
(rare); duodenal ulcer hemorrhage may pro- 
duce nausea without emesis; red blood by 
rectum may come from high in the gastro- 
intestinal tract but if it does there will usually 
be some tarry stool, unless there is no acid in 
the stomach. 

Although there are many possibilities to con- 
sider in any patient with upper gastro-intestinal 
bleeding, those of the greatest clinical impor- 
tance are oesophageal varices, erosive gastritis, 
gastric carcinoma, gastric ulcer, stomal (jejunal) 
ulcer, and duodenal ulcer. These conditions ac- 
count for approximately 90% of all upper gastro- 
intestinal bleeding. 


TREATMENT 


Treatment begins the moment the patient is 
seen. This is best carried out in a hospital. Al- 
though in a few instances nothing will save the 
patient, in many, the prognosis depends much 
upon the anticipation and the handling of the 
controllable factors. One of these factors con- 
cerns the patient-physician relationship. This 
is partly, and sometimes firmly, established by 
discussing the problem with the patient, and by 
promoting in him the maximum in co-operation, 
the optimum in confidence, and the minimum in 
fear and doubt. 

There are several important facts which should 
come to mind as soon as these patients are seen. 
They are: (1) Most of the bleeding occurs within 
the first 24 hours. Therefore a poor response to 
good treatment indicates a dangerous course, 
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and early surgery* becomes almost mandatory. 
Surgery is also a serious consideration in the 
following instances: (a) in patients over the 40 
year age group, (b) if a hemorrhage occurs dur- 
ing or soon after adequate medical treatment; 
(c) if severe emesis accompanies a large hemor- 
rhage; (d) in those patients for whom surgery 
has already been thought necessary; (e) a normal 
hematocrit in an obviously ill patient; (f) in 
bleeding gastric ulcers;+ (g) if gentle gastric 
aspiration continues to return bright red blood. 

(2) Bleeding with pain is more serious than 
bleeding without pain, because pain presupposes 
inflammation, activity, and penetration (deep 
ulcer and large vessel). (3) If blood is necessary 
there will often be more needed for physiological 
replacement than previously thought, even if 
the bleeding has been controlled. The replace- 
ment of the lost blood is the most important 
single factor in the overall therapy. From 2 to 5 
litres may be needed within the first 24 hours. 
(4) The red blood cell count, the hemoglobin 
estimation and the hematocrit readings measure 
only the concentration and the relative propor- 
tion of the red cell mass. The accurate extent of 
bleeding can be known only if the actual amount 
of blood loss is known, as determined by the 
Evan’s dye tests. (5) The giving of blood will 
not blow out a clot and restart a hemorrhage. 
(6) Whole fresh blood may have more value 
than bank blood. (7) Pressure drugs raise the 
blood pressure but they do not increase the 
cardiac output. Decreased cardiac output is 
part of the picture of shock and this can be cor- 
rected only by increasing the volume of blood 
in the closed vessel system. (8) If blood is not 
replaced before vital centres become hypoxic, 
even large amounts of blood may not be enough 
to repair the damage already done. (9) The 
greater the number of bleeding episodes, the 
less likely will medical treatment be satisfactory. 
For practical purposes more than one previous 
hemorrhage demands surgical consideration. 
(10) Heematemesis from a duodenal ulcer indicates 
the presence of serious bleeding. (11) Although 
blood is so important, it should not be given un- 
less definitely indicated because transfusion 
*A localizing x-ray study is advisable before surgery is 
carried out. It may localize the bleeding more thoroughly 
we sae ‘seelkee Goiedie Tak ce such patients 
need immediate resection because (1) bleeding may be so 
fast that medical means cannot control it; (2) surgery 
(3) the known mortality of medical treatment is high 
Such a resection need not be as high as is necessary in 
duodenal ulcer patients. Ulcers on the greater curvature 


are, for practical purposes, always malignant and _ so 
should be removed whether bleeding or not. 
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complications may be serious. (12) Gastric bleed- 
ing is usually more serious than duodenal bleed- 
ing. (13) A prognosis should not depend upon 
the law of averages because any patient may 
become a fatality, particularly if they have older 
and deeper ulcers. (14) Associated conditions 
may seriously affect the prognosis especially in 
the older age group. (15) Although melzna or 
tarry stools without haematemesis usually means 
post-pyloric bleeding, it may also occur with 
gastric ulcer and even cesophageal varices. (16) 
The most potentially serious bleeding occurs in 
the recovery period from a previous hemorrhage. 
(17) The value of the different tubes for pres- 
sure stasis in the lower cesophagus and gastric 
ulcers close to the cesophagus. 


CONCERNING BLoop Loss 


The longer a patient bleeds, the more serious 
the prognosis becomes; the more serious it be- 
comes the greater the problem of replacement. 
Therefore the physiological status of the patient 
should be known as soon as possible. This is 
best determined by (a) estimating the actual 
amount of blood lost. There are also three other 
relatively practical methods: (b) the haematocrit 
and cell counts which are sometimes very in- 
accurate; (c) the Tilt test; (d) measuring urine 
excretion; (e) measuring loss through a stomach 
tube. 


(a) By the Evan’s blue technique the actual amount 
of the red cell mass and of the plasma remaining in 
the body can be determined. Comparison with the 
estimated normal values will tell the age of the bleed- 
ing: e.g., if the red cell mass is 30% ot normal and the 
plasma 140% of normal, it indicates that much of the 
red cell mass has been lost, and that much fluid replace- 
ment has been made into the vessels, and that, there- 
fore, bleeding has been going on for some days. If, 
however, the red cell mass is 40% of normal and the 
plasma 45% of normal, dilution has not yet occurred 
and bleeding has been of short duration. 

(b) If laboratory facilities are not available to make 
the volume estimation, the hematocrit reading will serve 
as a rough working guide to the approximate amount of 
blood still in the vessels. Because the dilution factor is 
unknown without the plasma volume determination, it 
is wise to estimate the amount lost as between 10 to 
20% more than that indicated by the hematocrit. The 
red blood count and hemoglobin should also be known 
even though they may be normal in a patient who has 
lost a great amount of blood. Within the first 12 to 18 
hours these measurements are unreliable because both 
cells and plasma are lost in normal proportions. It is not 
until the compensatory (extra vascular) mechanisms 
start to bring the vascular volume back to normal and 
dilute the blood, that the readings may begin to reveal 
the true degree of blood loss. Therefore, a normal 
hematocrit in a person who is in or near shock, indi- 
cates that the hemorrhage is of recent starting and there- 
fore severe. 

(c) The Tilt test is of clinical value and should always 
be done, whether the patient be at home or in a hos- 
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pital. If the patient is tilted (head up) to a 50 to 75° 
angle and the pulse is not increased more than approxi- 
mately 20 beats per minute, the blood loss is Tikely 
less than 1,000 c.c. If the pulse increases by more than 
80 beats per minute, the loss may approximate 1,500 
to 2,000 c.c. If syncope occurs, between 35 and 50% 
of the total blood volume has been lost, and shock is 
present or imminent. 


(d) If the kidneys are able to secrete more than 
25 c.c. per hour (600 to 700 c.c. per day) actual or 
latent shock is probably absent. (Normal is 40 to 60 
c.c. per hour). Kidney function varies directly as the 
peripheral blood flow, and it is therefore a good indi- 
cator of potential or actual shock. 


(e) All cesophageal and gastric, and most duodenal, 
bleeding enters the stomach. Therefore continuous and 
gentle aspiration of the stomach will give an approxi- 
mate idea of the blood loss. 


CONCERNING TRANSFUSION 


The early and total replacement of the lost 
blood is the most important factor in the pre- 
vention of complications. To do this accurately, 
the exact blood loss should be known. One is 
more likely to give much too little than a little 
too much. This is particularly true if the pa- 
tient is Rh negative and only small amounts of 
blood are available. Under such circumstances, 
if the patient has not had Rh positive blood 
previously and has not been pregnant, positive 
blood can be given for 72 hours before sensiti- 
zation can occur. After that safe period of 72 
to 96 hours the danger increases greatly with 
each transfusion of Rh positive blood. However, 
the positive blood may not sensitize the patient, 
even if he has had a previous transfusion of 
positive blood, and one then is safe. A well 
equipped laboratory can determine this. The 
point of clinical importance is that an Rh nega- 
tive patient to whom positive blood is being 
given must have lost the need for transfusions 
with either medical or surgical help, within 72 
to 96 hours after the transfusions start. There- 
fore, if there is any chance that surgery will 
have to be performed at all, it must be early. 
Procrastination is very dangerous in an Rh 
negative patient. We have had no experience 
with intra-arterial transfusions, but in the treat- 
ment of advanced oligemic shock there seems 
to be, in some instances, much advantage. This 
is particularly true in the late cases where the 
heart and respiration have failed, or when there 
is only little blood available. (Much less blood 
is needed by artery than by vein to restore the 
blood pressure in real shock). Any transfusion 
is, of course, most effectual if the bleeding has 
stopped; if bleeding is continuing, transfusions 
will be of temporary help only. 
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CONCERNING OTHER FACTORS 


When the patient is in a quiet hospital bed, 
has been sedated with barbiturates (morphine 
decreases respiration) and is comfortable and 
calm, and when a decision has been made con- 
cerning primary medical or surgical treatment, 
and when the amount of blood needed to bring 
the balance back to normal has been estimated, 
and started, then other more specific procedures 
can be considered. Of these, a physical exami- 


nation, feeding, x-ray examination, and further .. 


laboratory work, are among the most important. 

(a) Physical examination.—A physical exami- 
nation will indicate whether the patient has any 
associated conditions which may influence his 
course (é.g., cardiac disease). It will also help 
to make or substantiate the diagnosis (e.g., large 
spleen, spider angiomata, node in neck, etc.) (A 
large hemorrhage may reduce the size of a 
previously palpable spleen so that it can not be 
felt.) 

(b) Feeding.—A bleeding ulcer is probably an 
active ulcer and we believe that it should be so 
treated by the accepted methods of diet and 
drugs. Equal parts of warm milk and cream or 
soft foods every one to two hours (1 ounce) day 
and night, will neutralize large amounts of 
gastric free acid. Treating an ulcer during the 
day time and allowing it to activate and progress 
during the night, is one of our most common and 
serious mistakes. Atropine, gr. 1/100th 3 times a 
day, or tincture of belladonna minims 20 every 
4 or 5 hours to tolerance, will probably reduce 
the secretion of free acid as might average doses 
of banthine. As the patient improves, the diet 
and medications are increased accordingly. 
Energy in the form of protein and carbohydrate 
should be added early. 

(c) X-ray examination.—If the condition of 
the patient allows a careful x-ray examination 
by very gentle palpation, and if only small 
amounts of thin barium are used, the informa- 
tion gained should more than compensate for 
the potential (?) dangers. Exclusion of cesopha- 
geal varices is of the greatest importance. When 
this examination is postponed for 2 or 3 weeks, 
the acute ulcers and large erosions which account 
for much bleeding may not be seen. 

(d) Laboratory work.—Other laboratory work 
includes blood chemistry and any necessary pro- 
cedures which may help in arriving at the diag- 
nosis of associated conditions, i.e., diabetes. If 
the kidney function is normal a high non- 
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protein nitrogen indicates a large absorption of 
blood from the bowel lumen. A normal brom- 
sulphthalein secretion indicates that cirrhosis* 
is not present, but a high retention does not 
prove the presence of a cirrhosis. All laboratory 
tests are fallible following a heavy hemorrhage. 
A microscopic study of the urine twice a day is 
necessary and the amount of secretion should 
be known. 50 to 60 c.c. per hour is an average 
normal, and 25 c.c. per hour indicates that 
kidney function is just barely above the danger- 
ous shock stage. 

We have had no experience with the oral use 
of hzmostatic solutions. The literature indicates 
that they may, on occasion, be of value. 


SUMMARY 


1. The philosophy of the physician is a very 
important factor in the treatment of patients 
suffering from gastric or duodenal hemorrhage. 
It should concern the dangers of procrastination, 
and the active and radical (radix—root) preven- 
tion of complications. These are often insidious 
and non-symptom producing until they have 
passed the “point of no return”. Other factors 
favourably influencing the philosophy of the 
therapist are as follows: 

2. The age of the ulcer is of more prognostic 
importance than the age of the patient. 

3. The problem is not one of medical or surgi- 
cal treatment. It is, rather, one of medical and 
surgical therapy; one of “how much of each” 
and which is primary. Conservative treatment 
by rest and sedation only, is dangerous, and 
tends to increase the mortality rate. 

4, The need for early and complete replace- 
ment of all the blood lost, and the fact that such 
replacement makes surgery much safer than 
previously thought, are important new concepts 
improving the therapy. One should not wait 
until the red blood count, or the blood pressure, 
fall to some arbitrary level, or the pulse rises 
to some certain number, before giving blood. 
When blood is lost to the body, in any but 
the smallest amounts, blood should be replaced 
in the body, as soon as possible. Prevention 
of hypoxia is the “theme of therapy”. When 
giving blood, it is better to give a little too 
much than much too little. Transfusions are 
of the most value after bleeding has stopped. If 
given while the bleeding is continuing they are 


*Gastric ulceration is not uncommonly superimposed upon 
a congested mucous membrane. This, and not csophageal 
varices, may be the cause of the hemorrhage resulting 
from the complications of cirrhosis of the liver. 
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only of temporary value. Therefore, if bleeding 
does not stop by natural means, artificial efforts 
must be considered. 

5. All patients have lost more blood than their 
appearance and the usual laboratory tests (with 
the exception of the blood volume estimation) 
indicate. Once vital centres have become 
hypoxic, complete recovery is less probable, re- 
gardless of the clinical appearance of the pa- 
tient. A more active and preventive attitude by 
the physician will foresee and foretreat, and so 
forestall many of the complications leading to 
the fatalities. Controllable factors and a favour- 
able prognosis may be allowed to progress to 
the uncontrollable state and an unfavourable 
prognosis. The longer the hzmorrhage con- 
tinues, the more serious becomes the problem 
of replacement of those vital factors not replaced 
by blood volume per se. Some fatalities are 
therefore preventable. 

6. The laboratory technicians and the nursing 
personnel should be so acquainted with the 
problem that they would have a little extra 
interest in hemorrhage patients. Their attitude 
and reports often help to determine the therapy 
of the physician, which often—but not always— 
determines “the course the cure takes”. 

7. The morbidity and mortality rates are 
higher than generally thought, particularly in 
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smaller and non-teaching communities. Too 
many articles deal with low mortality rates, and 
too few with the morbidity and high mortality 
rates. Percentage rates mean little, if anything, 
in the outcome of any individual case. If there 
is any mortality rate, then any case may be that 
potential mortality. Treatment here, more than 
in any other condition, must be individually 
preventive and not by “age-group” therapy. 


RESUME 


Il est un certains nombre de facteurs qui doivent 
influencer le concept philosophique du thérapeute dans 
le traitement des hémorrhagies gastriques ou duodé- 
nales. 

Du point de vue pronostic tout d’abord, lage de 
lulcére a plus d’importance que l’Age du malade. Ensuite, 
le probléme n’en n’est pas un de traitement médical ou 
chirurgical, mais de déterminer dans quelle mesure 
chacun d’eux doit se donner et lequel des deux doit 
— Le traitement conservateur avec repos et sé- 

atifs seulement est dangereux et tend 4 accroitre le taux 
de mortalité. 

La conception thérapeutique moderne vise avant tout 
a remplacer de bonne heure et complétement tout le 
sang qui a été perdu, et ne pas attendre que la formule 
sanguine ou la pression artérielle tombe 4 un niveau 
arbitraire. Quand on donne du sang dans ces cas, il 
vaut mieux en donner un peu trop que trop peu. 

En général les malades ont perdu plus de sang que 
leur apparence ou les tests de laboratoire l’indiquent. II 
faut se souvenir de ce fait qu'une fois que les organes 
vitaux sont devenue anémiés le malade risque de ne 
jamais recouvrer totalement la santé, quelle que soit son 
apparence clinique. Et plus longtemps une hémorrhagie 
persiste, plus il risque de se produire des altérations 
organiques que ne pourront jamais remplacer les trans- 
fusions sanguines par elles-mémes. 





MORBIDITY STATISTICS IN 
THE DEPARTMENT OF 
VETERANS’ AFFAIRS 


G. A. WINFIELD, B.Sc., M.D., Ottawa 


THE COLLECTION AND ANALYsIS of morbidity and 
mortality statistics is now universally recognized 
as a necessity. It is only by this means that mass 
experience in diseases, injuries and causes of 
death can be assimilated. There is now, more 
than ever, an urgent need for more accurate 
statistics, for only in this way can the results of 
new operative procedures and the value of 
newer forms of therapy be properly assessed. 
This assessment can only be made by the analysis 
of proper records kept on patients undergoing 
these various types of therapy. It is by the use 
of such statistics that advances in medical science 
such as vaccination, diphtheria immunization and 





all forms of preventive medicine are finally insti- 
tuted, with resulting benefit to mankind. Such 
analyses are most valuable in industry and are 
essential for the advancement of medical science. 
They are also basic needs for the planning of 
facilities and types of treatment services needed 
for the care of the veteran. Finally, medical 
statistics are imperative for a basis of all types 
of clinical research. 

The medical profession must become more 
statistically minded in the future than it has 
been in the past. The World Health Organiza- 
tion, in realization of this fact, has recommended 
that simple instruction in statistical methods be 
given all medical students during their second 
and third years. The medical profession must 
also be brought to a fuller realization of the 
value of accurate records both in morbidity and 
mortality, for these records are the source from 
which vital statistics are compiled. The indi- 
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vidual doctor, therefore, plays a very impor- 
tant part in this work. 

An analysis of morbidity and mortality ex- 
perience will provide invaluable information for 
determining the medical needs of the armed 
services in the event of another national 
emergency. Today all teaching hospitals, health 
organizations, armed services, etc., in most of 
the nations of the world are engaged in the 
collection and analysis of their morbidity and 
mortality experience. With the adoption by the 


World Health Organization of the International’ 


Statistical Classification for morbidity, there is 
for the first time an opportunity for international 
comparisons of both morbidity and mortality. 
The value of this to world health generally can 
hardly be overestimated. 

The Department of Veterans’ Affairs has a 
unique position in Canada in that cases treated 
under its jurisdiction are national in scope and 
not confined to any one province or institution. 
Records are available in the files of the Depart- 
ment dating from the time of enlistment of all 
veterans. These include the veteran’s service 
history as well as his postwar illnesses. Few, if 
any, organizations have such information on such 
large numbers of patients under a central 
control. 

The Director General of Treatment Services 
early recognized the value of the information 
contained in the departmental files. In addition 
to its value to the professional staff of this De- 
partment, and indeed to the medical profession 
of Canada, he felt that one of the chief con- 
tributions the Department could make to the 
nation and to medical science in Canada, lay in 
the collection and analysis of departmental 
morbidity and mortality experience. Due to the 
heavy pressure of work, it was not until 1947 
that this task could be commenced. 


In the collection and analysis of statistics the first 
necessity is a suitable classification system and code. 
After considerable study it was decided to adopt the 
International Statistical Classification of Diseases, 
Injuries and Causes of Death. In order to insure 
standardization in the nomenclature, the Standard 
Nomenclature of Diseases and Operations was selected 
for use. In the twelve active treatment hospitals of the 
Department, medical records libraries were established 
ae the direction of trained records librarians. All 
morbidity and mortality experience for the _ institution 
is coded and maintained in files set up in the medical 
records library of the hospital. This information is avail- 
able for use of the professional staff, and has formed the 
basis for a great many publications emanating from 
departmental hospitals. The medical records librarians 
scrutinize each document as it passes through their 
hands to insure that diagnoses are recorded in correct 
terms and properly coded. 
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In planning the institution of the machinery for col- 
lecting and analyzing mortality and morbidity, several 
visits were made to Washington to examine the pro- 
cedure in use by Veterans’ Administration, U.S.A. A 

eat deal of benefit resulted from this study and a close 
iaison with that organization has since been maintained. 

A suitable reporting form was selected from which 
diagnoses could be collected. Only conditions actually 
treated during the current treatment period are recorded 
on this form. The reports are collected and processed at 
head office in Ottawa. Work on current morbidity and 
mortality was begun in April 1947 and the first of a 
continuing series of quarterly analyses appeared in 
Treatment Services Bulletin for February, 1948 (pages 
89 to 55). To date a total of 157,719 discharges from 
treatment strength and 5,329 deaths have been analyzed. 
Autopsies have been performed in about 70% of the 
deaths. This current phase of the work continues. 

In addition a small staff is engaged in processing medi- 
cal records on veterans from 1940 to 1947. When this 
back project has been completed it will be merged with 

e current work; there will then be available for study 
and analysis Departmental records for the complete 
period of World War II. 


The information now available has been of 
great value to the Department in planning ac- 
commodation for future needs, and has also been 
of considerable interest to the departmental 
clinical staff. However, valuable as it is, this 
information on diagnoses of patients who have 
been discharged possesses distinct limitations. 
Since all analyses are done at the termination 
of treatment or upon death, the information 
obtained represents cases that have completed 
treatment; in other words, it is not current 
information. 

It occurred to the author that more valuable 
information might be obtained by a similar 
analysis conducted on patients actually under 
treatment at any given period: that is to say, a 
study of the census by diagnoses of all depart- 
mental in-patients at a fixed date. Information 
based solely on discharge or death may well 
present a biased picture. It was realized that 
there were large numbers of chronic “static” 
patients whose records would only be processed 
at their death. Some of these patients have been 
in Departmental Institutions since World War I. 

There appeared, therefore, to be a consider- 
able gap in our knowledge which could only 
be filled by acquiring information on patients 
presently under treatment. It was felt that a 
combination of the census, and the discharges 
and deaths would result in the complete story. 
An attempt was made to ascertain whether or 
not information on in-patients under treatment 
was available anywhere in Canada. This effort 
met with no success, chiefly because morbidity 
coding and tabulating has not, as yet, been 
undertaken to any extent by any other depart- 
mental agency. 
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In view of the above, it was decided to at- 
tempt to bridge the existing gap in information. 
All districts in Canada were requested to submit 
nominal rolls of every in-patient under treat- 
ment at midnight, March 31, 1950. Patients in 
departmental hospitals and non-departmental 
hospitals were both to be included. The instruc- 
tions called for a nominal roll of patients, with 
the age and the principal condition requiring 
hospitalization. The onus of selecting the 
principal condition was placed on the clinical 
staff. All nominal rolls were forwarded to head 
office where the diagnoses were coded accord- 
ing to the International Statistical Classification. 
Coding of principal diagnoses was done by two 
persons only, in an attempt to eliminate any 
personal differences. This publication deals with 
a study of the census of departmental patients 
as at midnight March 31, 1950. The analysis is 
based on the principal diagnosis only. Certain 
comparisons are made with the total discharges 
and deaths for the year 1949-50. 

On March 31, 1950, districts across Canada 
reported a total of 10,925 in-patients on depart- 
mental strength. Due to the failure of two small 
sub-districts to submit nominal rolls, informa- 
tion was received on only 10,491 in-patients. Of 
this total 8,863 or 84.5% were in Departmental 
Institutions, and 1,628 or 15.5% in non-depart- 
mental hospitals. The patients varied in age from 
14 to 95 years, the average age being 52 years, 
the median age 55 years. Since not all patients 
in Departmental Hospitals are necessarily 
veterans, it is presumed that the majority of 
those under 20 were non-veterans, probably ad- 
mitted as emergencies. In only 59 cases was the 
age unstated. 
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Table I shows that the largest group in hos- 
pital were the psychoses with 1,939 or about 
18.5% of the total. Pulmonary tuberculosis oc- 
curred in second place with 12.1% of the total, 
followed by diseases of the circulatory system 
10.7% and diseases of the bones and organs of 
movement with 8.6% of the total. Cases who 
had been admitted for examination, observation 
or follow-up, without need for active treatment, 
made up 4.4% of the total; included in. this 
group are those cases admitted for domiciliary 
care only. It is of considerable interest to note 
that, although districts reported a total of 2,348 
Class 6 patients (domiciliary care) on strength 
at March 31, there were, in fact, only 405 or 
17.3% of them who were reported as receiving 
no treatment. The remainder had some ailment 
which required active treatment. A graphic 
representation of the in-patient census at March 
31 by selected diagnoses and groups of diag- 
noses appears in Fig. 1. 

Table I shows a comparison between selected 
groups and conditions for the census and for the 
total yearly discharges. The conditions listed are 
purely arbitrary and were selected chiefly be- 
cause of their numerical importance in the 
census. They are expressed as percentages of the 
totals. For example, the study of the census re- 
veals that 18.5% of the in-patients at March 31 
were psychotics. From a study of the total dis- 
charges and deaths (54,216) for the period April 
1, 1949 to March 31, 1950, it will be seen that 
only 1.2% were psychotics. A similar situation 
appears in pulmonary tuberculosis and diseases 
of the circulatory system. It becomes obvious 
then, that to rely on information obtained solely 
on discharge and death would be grossly mis- 


TABLE I, 





Condition 


Fi ae) ecco ani dees ak A Rene oa OAT te 
CU i os ch aewe peed aw. gaa es 
Diseases of the circulatory system.................. 
Diseases of the bones and organs of movement....... 
Diseases of the nervous system and sense organs...... 
Diseases of the digestive system.................-.. 
Diseases of the respiratory system.................. 
Se TINS 5, a 0s Keacaiewea Sve Hed Reales aa ks 
Examination, observation without need of treatment. . 
PS 6s. sv on Gee ae id 08 Vi wigs Whctin ele irons 
Diseases of genito-urinary system................... 
Noe Clin es sdsdd wat eews er 


Census March 31, 1950 





Discharges and deaths 1949 - 50 





Cases % total Cases % total 
1,939 18.5 661 Ra 
1,264 12.1 1,486 Ana 
1/120 10.7 5,233 9.7 
905 8.6 5,070 9.4 
697 6.7 2,356 4.3 
661 6.3 5,827 10.8 
570 5.4 5,530 10.2 
570 5.4 4,277 7.9 
460 4.4 11,543 21.3 
357 3.4 1,868 3.4 
337 3.2 2.144 4.0 
281 2.7 1,420 2.6 
190 1.8 1,899 3.5 
141 1.3 514 0.9 
116 het 742 1.4 
883 8.4 3,646 6.7 
10,491 100.0 54,216 100.0 
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leading in these conditions, since most of them 
are long term cases who would only appear in 
the analysis at the time of discharge or death. 
Discharges and deaths are spread over so many 
years that the proportion in any one period ap- 


COMPARISON of DIAGNOSTIC GROUPS by 
PERCENTAGES of IN-PATIENTS at March3!, 1950 
and PERCENTAGES of DISCHARGES for the FISCAL YEAR 1949-50 


ZA | | | ’ PSYCHOSES 


WLLL PULMONARY TUBERCULOSIS 


WLLL AL LLL LEE LEELA | IRC MLATORY SYSTEM 


OLE EEE BONES and ORGANS oF MOVEMENT 
PLLC NERVOUS SYSTEM and SENSE ORGANS 

y TWZZL CEST IVE SYSTEM 
LEELA LLLLLLzzQQ22aQ2CORT RESPIRATORY SYSTEM 
OLE EEE, ACCIDENTS, VIOLENCE 


EXAMINATION, OBSERVATION, ETC. without ACTIVE OE ATE NT 
CLL La LLM dahl bee 





OE VEEL oY CHONEUROSES | 
| 
WELL GENITO-URINARY SYSTEM | | 


ELE UIGNANT NEOPLASMS MMB Percentage of Census 


at March 31,1950 | 


ULL >“ 
ZZ Percentage of Discharges 


OD OIABETES for Fiscal Year 1949-50 


OL ASTHMA 


ALL OTHERS 


oO 8 10 l2 14 16 18 20 22 


4 6 
Percentage of Patients 


Fig. 1 


pears insignificant. These three groups make up 
41.3% of the total census but only 13.6% of 
the total discharges and deaths for the year. 
Conversely, while discharges of patients ad- 
mitted for observation and examination consti- 
tute the largest group among those discharged— 
21.3%-—they account for only 4.4% of the total 
census. 


TABLE II. 





Non- 
departmental 
hospitals 


T otal 
Age in-patients 


20 46 44 2 
20 - 24 316 287 29 
25 - 29 1,188 940 248 
30 - 34 ( 721 211 
35 - 39 486 
40 - 44 5 384 
45 - 49 55 400 
50 - 54 ck 880 
55 - 59 215 989 
60 - 64 1,030 
65 - 69 ; 1,015 
70 - 74 ¢ 817 
75-79 55 512 
80 - 84 252 
85 - 89 66 
90+ 11 
Not stated 59 29 


10,491 8,863 


Departmental 
hospitals 


1,628 





Table II shows the total census by age groups 
and type of hospital, that is whether depart- 
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mental or non-departmental. Of the total, 84.5% 
were in departmental hospitals and 15.5% in 
non-departmental hospitals. In areas where there 
are no departmental hospitals, regulations permit 
veterans to be hospitalized in civilian institu- 
tions. Further, departmental facilities for the 
handling of psychotic and tuberculous cases are 
limited; 84% of the veterans in non-departmental 
hospitals fall into either one of these two classes. 

Two distinct peaks are apparent in all three 
curves. This, of course, is due to the two war 
periods. Practically all age groups appear in each 
group of institution. This appears graphically in 
Fig. 2, below. 


INCIDENCE by AGE of OMA. IN-PATIENTS, March 31, 1950 


Total In-Patients 
Patients in Departmental Hodp tals 
——-'—Patients in Contract Hosp tals 
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20-24 
Age in Years 


TaBLeE III. 





Arthritis 
Pulmonary and 
tuberculosis rheumatism 


20 3 1 
20 - 24 27 90 
25 - 29 198 388 
30 - 34 219 244 
35 - 39 120 111 
40 - 44 58 57 
45 - 49 45 53 
50 - 54 263 85 
55 - 59 332 86 
60 - 64 259 63 
65 - 69 194 41 
70 - 74 116 26 
75 - 79 60 8 
80 - 84 19 — 
85 - 89 5 1 
90+ 1 pase 
Not stated 20 10 


Total 1,939 1,264 645 


Age Psychoses 





Table III, taken from the- census, shows the 
three major conditions requiring hospitalization 
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by numbers of cases, by five year age groups. As 
previously stated, the psychoses account for the 
largest number (1,939 cases). The two peaks indi- 
cating the two war periods are clearly apparent. 
The ages range from 20 to over 90 with peaks at 
80 to 34 and 55 to 59. The numbers in the older 
age groups are larger—30.7% of the total being 
between 25 to 45, and 44.1% from 50 to 65 years 
of age. It would appear from a study of this 
graph that the numbers of psychotics will in- 
crease as the veteran population ages. 

The second most important cause for treat- 
ment, numerically, is pulmonary tuberculosis 
(1,264 cases). The peak occurs in the 25 to 29 
age group and over 70% are under 45 years of 
age. This group is, therefore, composed mostly 
of veterans of World War II. There is a slight 
rise from 50 to 59 years and then a gradual de- 
crease. Thus, while a few cases in the older age 
groups are under treatment for active pulmonary 
tuberculosis, it would not appear that this con- 
dition will be a problem of any magnitude in 
the future. 

Arthritis and rheumatism make up the third 
most important cause for treatment. These cases, 
while fewer in number than the other condi- 
tions, are apparent in all age groups and in this 
group the “between wars’ drop is not seen. They 
increase in numbers with age. When analyzed 
by discharges, arthritis and rheumatism form 
the highest single group requiring treatment. The 
trend is steadily upward. Active planning is, 
therefore, necessary for the care of this type of 
case in the future. 


THREE LEADING CAUSES for HOSPITALIZATION (In-Patients) at March 31, 1950 
by AGE GROUPS 
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Fig. 3 


Over half of the departmental in-patient group 
are over 55 years of age, and only about 30% 
are under 40. Except for emergency cases and 
members of the active forces under treatment, 
which average about 5% of the total patient 
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population, there is no prospect of any increase 
in younger patients. The Department must then 
face the fact of a patient load with steadily in- 
creasing age composition. The emphasis must be 
on the treatment of conditions occurring in 
older persons and on the treatment of the 
psychoses. Unless there is another world war, 
this Department in a decade or two will be 
chiefly concerned with geriatrics. 

The above analysis of the census by diagnoses 
was done in an attempt to gather more com- 
glete information than is presently available re- 
garding the type of case under treatment in the 
Department of Veterans’ Affairs. The study has 
been of considerable interest and some value. 
This value will, of course, increase from year to 
year as comparisons become available and trends 
can be established. 


SUMMARY 


1. An analysis of a census of in-patients, De- 
partment of Veterans’ Affairs, taken at March 31, 
1950, is presented. Some comparisons are made 
with a similar analysis for all discharges and 
deaths for the year 1949-50. 

2. It is apparent that unless a major war oc- 
curs, the in-patient population will increase 
steadily in age, since admissions in the lower age 
groups will be negligible in numbers. 

3. The chief concern of this Department, there- 
fore, must be the treatment of diseases occur- 
ring in older people and the rehabilitation of 
such patients—in short, geriatrics. 

4. The value of analyses such as this will in- 
crease from year to year as definite trends be- 
come apparent.’ 


I wish to express my appreciation to Dr. W. P. Warner, 
Director General of Treatment Services, for permission 
to publish this paper; to Miss Lorena Wellwood, Depart- 
mental Medical Statistician, for her invaluable assistance 
in the compilation of tables and proof reading and to 
Miss Eleanor A. Sweezey, Adviser in Medical Illustra- 
tion, for her kindness in preparing the graphs for 
publication. 





Conservatism and a regard for the rights of the public 
in the matter of news are not irreconcilable. Honest 
medical reporting is becoming a specialty, and many 
journalists are clearing their stories through authoritative 
sources in order to publish only the medical news that’s 
fit to print. Slowly the truth is coming to prevail, as the 
admonition of the old consultant to his overconfident 
colleague becomes increasingly appreciated. “It may be 
a fine thing to tell the truth, but first be . . . sure that 
it is the truth.”—( Editorial, New England J. Med., 245: 
155, 1951.) 
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FITS AND FAINTS* 


SIR CHARLES SYMONDS, K.B.E., C.B.,t 
London, Eng. 


WHEN I WAS INVITED to address you I had 
no idea what I was coming to. I thought my 
audience would be much the same as at my 
own hospital, some already qualified, and most 
having had quite a lot of clinical éxperience. 
Now it is not really very difficult to address an 
audience of that kind on a clinical subject, but 


when it comes to talking to a gathering like this — 


of keen young men and women fresh from the 
lessons of their pre-clinical science, bristling 
with anatomical facts, and overflowing with the 
latest physiological theories, the boot is on the 
other foot. I mean what I say. I could not pos- 
sibly pass your examinations in biochemistry, 
anatomy and physiology now. 

The fact is that the practice of clinical medi- 
cine is still very largely empirical. There is a 
tremendous gap between pre-clinical and clini- 
cal study. The former is based upon mathe- 
matics, dissection and experiment. Clinical prac- 
tice is based as far as possible upon scientific 
principles, and as knowledge advances becomes 
gradually more scientific, but there are vast 
areas unexplored, and when it comes to the 
daily problems of the bedside much of our job 
is educated guesswork. This does not mean that 
when you start your clinical work you must 
abandon the scientific attitude, far from it. I 
would urge you to preserve it at all costs, to go 
on thinking logically and critically, and above 
all to be sceptical. But it does mean that when 
you come to deal with patients instead of test 
tubes you must acquire a new technique. It is 
a technique which is scientific, but belongs 
rather to the sciences of the field naturalist than 
the laboratory worker. You have got to make 
use of all your senses—eyes, ears, nose and touch 
anyway, singly and in combination, to observe 
departures from the normal structure and func- 
tion of bodies, bodies in their parts and bodies 
as a whole. Thus you will learn to recognize 
patterns of abnormality, which gradually become 
fixed in your mind, so that, for example, the 
combination of a certain pale yellowish tinge in 
the face, together with a smooth and shiny 
tongue, will tell you almost without thinking 
*Lecture prepared for under-graduate students, University 
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that the patient has pernicious anemia, or the 
combination of a monotonous voice and an ex- 
pressionless stare that he has paralysis agitans. 
There are many diseases which declare them- 
selves in a moment to the observer who has 
trained his senses to work:for him to this end. 
The late Professor Ryle in his book “The Natural 
History of Disease”, which I would warmly com- 
mend to you, has written beautifully of the 
intellectual pleasure and satisfaction to be ob- 
tained by this means. 

But there is another aspect of clinical work 
which I think is much more difficult for the 
beginner, though in the end even more fascinat- 
ing than pure observation, and that is the study 
of symptoms. It is difficult for several reasons. 
First there is the difficulty of language. The pa- 
tient comes to you perhaps for pain. You are 
dependent upon his powers of expression for 
what you can learn about the quality, distribu- 
tion and other features of his pain. You will 
find some patients who have hardly any words 
at all to describe their pain and others who have 
far too many. And there is a good deal of varia- 
tion in the words used by different patients to 
describe the same pain. You have got to learn 
their language, and this is something you can- 
not get from books or teachers, you must learn 
it first hand from your patients. 

A second difficulty is this. As a student of 
symptoms you want to question the patient in 
detail about the character and distribution of 
pain, its times of occurrence, its relation to 
various circumstances, when it began, and so on. 
Unless you do this you will get nowhere. But 
you will find that the average patient has very 
little interest in this procedure. He is indeed 
apt to be impatient with your enquiries for he 
is all the time thinking of something else, which 
to him is far more important. I have a pain, he 
is saying to himself, and what I am bothering 
about is not the answers to all these questions 
but what the doctor is going to do to take my 
pain away. There is in fact a discord between 
doctor and patient at this stage of their ac- 
quaintance which is inevitable and natural, and 
must be recognized by both before any more 
profitable relationship can be established. Sym- 
pathy alone can bridge the gap. It is a very apt 
word in this connection. To understand a pa- 
tient’s symptoms you must literally suffer with 
him as far as you can. When he tells you that 
his pain is like toothache you should remember 
your last toothache, or if he says it is a 
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cutting, or a throbbing, or a bursting or a burn- 
ing pain, or a pain like a tight band round 
some part of him, you should draw upon your 
personal experience of such pain to help you 
to imagine just what he is suffering. Sympathy 
in its less literal sense—being sorry for the pa- 
tient—is just as important. You will not obtain 
an accurate history of symptoms without it, but 
then if you are not sympathetic in this sense of 
the word you should not be a doctor at all. 

There is a third difficulty often to be en- 
countered. When you begin to crossquestion the 
patient about his symptoms he may be ready 
enough to help you, but in a way quite different 
from that which you want. You want the facts, 
the site and times of the pain, the exact sequence 
in which the symptoms developed, and their 
setting. You are bent on collecting data, and, 
following scientific method, will not embark on 
hypothesis till the data are complete. Not so 
the patient, whose idea of co-operation is often 
to tell you what he thinks is the cause of his 
symptoms. You ask him for instance to tell you 
where about in his abdomen his pain is, what 
sort of pain, how long it lasts, and what factors, 
if any, aggravate it. He answers: “Well, doctor, 
if you want to know I think it is all due to con- 
stipation.” One must sometimes be a little ruth- 
less with this kind of answer, but it is no good 
unless the bond of sympathy has first been 
established. 

The study of symptoms is fascinating for vari- 
ous reasons. It is a splendid form of intellectual 
exercise, satisfying because the conclusions 
which you arrive at from your analysis can very 
often be tested at once by further examination 
or investigation. Having taken the history of a 
man’s pains in his legs you will be able to say 
to yourself “These are the symptoms of tabes 
dorsalis” and then proceed by examination of 
the pupils and reflexes, and, if necessary, the 
investigation of blood and spinal fluid, to estab- 
lish or disprove your prediction. Or, having ex- 
tracted the details of a dyspepsia, you will be 
able to see the duodenal ulcer first in your 
imagination, and then in the x-ray picture. 

Again, symptoms are the earliest manifesta- 
tions of disease, and their recognition at a time 
when there is no other evidence available may 
lead to a cure which might have been impossible 
later on. There is, I think, nothing more satisfy- 
ing in medicine than a success of this kind, as, 
for example, when the patient’s description of 
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his own sensations, and nothing more, leads to 
the accurate diagnosis and localization of a re- 
movable cerebral tumour. 

Symptoms too are the representation in the 
patient's mind of disordered function, physiology 
gone wrong, and to be able to apply one’s knowl- 
edge of normal physiology, and see in one’s 
mind’s eye the details of the labouring machine 
is both satisfying in itself, and of very great 
value in the treatment of symptoms. 

However, I have talked long enough of 
generalities. I promised to address you about 
faints and fits. When I said that I could not 
pass any of the pre-clinical examinations in 
which you have been successful I might have 
added that in my own particular branch of medi- 
cine I hope that my knowledge of anatomy and 
physiology is not so dusty. By the time a man 
has become a specialist he has had to relearn 
a good deal of what he has forgotten of these 
subjects so far as they are of practical, clinical 
importance. And he will always be looking to 
his colleagues in the laboratory for more light 
upon the many aspects of disordered function 
which are so far unintelligible. He must keep a 
watchful eye upon the growing points of physi- 
ology, especially if he is going to turn his own 
clinical experience to account. Therefore in, the 
discussion of faints and fits I hope to meet you 
on your own ground. 

The symptom common to faints and fits is 
brief loss of consciousness, or, in a slight attack, 
only a disturbance of consciousness. In a faint 
the symptom is due to a temporary failure of the 
cerebral circulation as the result either of a fall 
of blood pressure or slowing of the heart beat. 
In a fit—and I mean by fit any kind of epileptic 
seizure—the loss of consciousness is due to 
paroxysmal disorder of function in the brain 
itself. The first cause is much more easily under- 
stood than the second. Consciousness is subserved 
by nerve cells which need oxygen for their work, 
and when the supply fails them they cease to 
function. Fainting from fall of blood pressure 
or cardiac slowing is sometimes due to simple 
and easily recognizable causes such as loss of 
blood or heart disease, but much more often it 
occurs from temporary and trivial causes. The 
commonest of these are maintenance of upright 
posture for an unusually long time, and emo- 
tional tension, especially fear. For example, at 
a parade for inoculations fainting is very com- 
mon because the nervous individual by the time 
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he sees the needle jabbed into the man in front 
of him has probably been standing in the line 
for a long while. This combination of conditions, 
therefore, is very favourable to fainting and has 
provided opportunities for observing just what 
happens in a faint. 

I have already indicated that two mechanisms 
may be involved, fall of blood pressure and slow- 
ing of the heart beat. In fainting due to pro- 
longed standing fall of blood pressure is the 
cause, and the fall, though rapid, is usually 


gradual. The first symptom then is dimness of.-: 


vision, which is probably due to the fact that 
the retinal vessels, being exposed to the tension 
of the intra-ocular fluids, are more easily com- 
pressed when their internal pressure falls. The 
centres for postural tone fail next and the suf- 
ferer sways, then collapses, or falls with loss of 
consciousness. The observer notes extreme facial 
pallor. Function recovers rapidly as the result of 
the fall for the blood flow to the brain is no 
longer against gravity. As everyone knows if 
there is enough warning, loss of consciousness 
can be prevented if the sufferer sits down with 
his head between his knees. Sometimes, how- 
ever, the fall of blood pressure is so abrupt that 
the patient falls with very little warning. Now 
if we ask ourselves what is the primary cause 
of postural fainting the answer must be that it 
is a failure of the mechanism responsible for 
tonic vaso-constriction, in fact the nerve centres 
at the base of the brain. If then one person is 
more subject to postural fainting than others, 
this is presumably due to his nerve centres being 
less stable or more sensitive. The excessive lia- 
bility to fainting is a nervous disorder. When 
fainting occurs from emotion I suspect that 
cardiac slowing is the usual cause. On the few 
occasions when I have had a chance of observing 
it I have found the pulse excessively slow. Again, 
the onset may be gradual or sudden, and the 
symptoms are much the same as when a fall of 
blood pressure is the cause, but the duration of 
the attack is apt to be longer, probably because 
the effect of a very slow heart rate is not so well 
compensated by the recumbent posture. 
Faints, therefore, usually have an easily dis- 
cernible cause, and a fairly constant pattern of 
warning; postural faints occur only in the erect 
posture: emotional faints may occur in any 
posture but are again more likely to occur in 
the erect posture because of the gravity load. 
In both kinds of faint for obvious redsons 
cerebral function is affected as a whole, though 


Canad. M. A. J. 
Nov. 1951, vol. 65 


retinal function is the first to fail. There may, 
however, be other symptoms. With loss of 
cerebral control lower centres may for the 
moment assert their activity. If the bladder 
happens to be full it may void its contents. 
Sweating and vomiting are symptoms probably 
due to the effect of anoxia upon the appropriate 
centres in the medulla. Another much more im- 
portant symptom that may occur if cerebral 
anoxia is severe and prolonged is twitching of 
the muscles of the face, sometimes extending 
further to produce generalized convulsive move- 
ments. This was recorded in 7% of a series of 
362 faints in blood donors analyzed in a Medical 
Research Council Report. Now loss of con- 
scious and generalized convulsive movements 
are regarded as the classical symptoms of an 
epileptic fit, and it must therefore be conceded 
that a person who faints badly enough does have 
a fit. This is not surprising, for we know that 
cerebral anoxia from breathing a_ rarefied 
atmosphere will indeed cause these symptoms, 
the nerve cells passing into what we call an ir- 
ritable state and discharging spontaneously and 
at random. Though not surprising, the occur- 
rence of these symptoms adds greatly to the 
practical difficulty of distinguishing between a 
faint and an epileptic seizure. 

Epileptic attacks may, of course, occur as the 
result of damage to the brain by disease or 
injury. We then call the liability to attacks 
symptomatic. But far more often they occur 
without any such cause and then we speak of 
idiopathic epilepsy. What is it that happens in 
a fit? Three-quarters of a century ago, as the 
result of nothing more than close clinical ob- 
servation, Hughlings Jackson concluded that 
epileptic attacks were the expression of “oc- 
casional, sudden, excessive, rapid and local dis- 
charges of grey matter’. This concept was 
accepted by neurologists in the absence of any 
physiological proof and served as their working 
hypothesis for fifty years before the physiologists 
supplied the evidence—a splendid example of 
what can be achieved by clinical observation and 
reasoning. The electroencephalograph has com- 
pletely confirmed Jackson’s theory. 

I am not going to spend time on discussing 
the electroencephalograph, however, for I want 
to continue with the clinical problem, and would 
stress in Jackson’s definition of epilepsy the word 
“local”. In a faint the disorder of cerebral func- 
tion involves the brain as a whole; in a fit it 
begins somewhere, and it may be almost any- 
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where, in the brain. This provides us with the 
most important of all means of clinical distinc- 
tion between faint and fit. Although the cerebral 
cortex normally functions as a whole there is 
what we call localization of function, areas which 
are especially concerned with particular func- 
tions. This we know both from observations in 
disease, and the experimental results of electri- 
cal stimulation. The latter method is of particu- 
lar value in that it can excite the cells of a small 
area to a state of epileptic discharge, and in 
the hands of Penfield and his colleagues it has 
been used to explore the cortex of conscious 
human subjects in the course of operations per- 
formed under local anesthesia. It has thus been 
possible to map out certain areas of the cortex 
in terms not only of the movements that may be 
elicited, but the sensations that may be exper- 
ienced. These may be sensations of a simple 
kind, tingling, numbness or a sensation of move- 
ment in some part of the body—when the post- 
central gyrus is stimulated; visceral sensations, 
of which the commonest is a queer feeling in the 
pit of the stomach passing upwards towards the 
head—the so-called epigastric aura; or sensations 
which belong to the special senses—flashes of 
light, buzzing noises, queer smells or tastes, or 
vertigo. 

But there may be much more complex sensa- 
tions, visions, for example, or tunes, or a dis- 
tortion of normal perception so that objects ap- 
pear small, distant or strange. One of these more 
complex sensations is of historical interest be- 
cause it was perfectly described by Hughlings 
Jackson in 1888 and correctly localized by him 
to the anterior part of the temporal lobe. He 
called it the dreamy state. His paper on the 
subject is a model for the clinical research 
worker. He had collected notes of 50 cases of 
this variety of epilepsy before he wrote upon 
it, and recorded the patients’ sensations in their 
own words. The dreamy state may take the form 
of an actual vision of some remembered or half 
remembered scene or persons, or simply remi- 
niscence. One of Jackson’s patients used these 
words: “I began to think of things years gone 
by”, “things intermixed with what had occurred 
recently”, “peculiar sensations passing through 
my memory and appearing before my eyes”. 
The subject is aware that this is an abnormal 
experience. He knows the vision is a hallucina- 
tion. There is always in the experience that 
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mixture of familiarity and strangeness which 
belongs to dreams. 

Jackson observed that this dreamy state was 
often accompanied or preceded by a hallucina- 
tion of taste or smell, unpleasant, always the 
same, but indescribable, and that in all cases 
with such attacks in which organic disease could 
be found it involved one or other uncinate lobe. 
They came to be known, therefore, as uncinate 
attacks. Penfield’s observations have confirmed 
this. He has been able to produce the dreamy 
state by stimulation of the anterior part of either 
temporal lobe and nowhere else. 


Here is his account of what occurred in one patient 
who was subject to momentary attacks in which she 
seemed to be in a park and saw a boy there and once a 
girl, She thought the circumstances were always the 
same and always familiar. Some results of electrical 
stimulation of the temporal cortex were as follows. At 
one point stimulation caused her to say that she felt as 
though she might have an attack. When asked what she 
meant she said: “That dream, but it passed over”. When 
another point was stimulated she said: “I am seeing 
somebody”. A short interval was allowed, and the point 
was stimulated again without warning the patient. After 
a pause she said: “It’s coming again”. When asked if 
she saw somebody she said: “Sure, a boy”. Later the 
electrode was kept in place for a longer period. She said: 
“Dream is starting. There are a lot of people—in the 
living-room—I think one of them is my mother.” 


This is one example of what is called the epi- 
leptic aura, a word which was coined centuries 
ago to describe the sensation which might pre- 
cede a full blown epileptic attack and was 
regarded as a warning of the attack. But very 
often the aura occurs without anything else. 
There are no convulsions, no falling, not even 
any loss of consciousness, though consciousness 
is obviously disturbed. Jackson concluded that 
the so-called aura was really the minimal, or 
first, expression of an epileptic discharge, and 
has been proved right in this too by the electro- 
encephalograph. The word “aura”, however, has 
been used so long to describe these sensations 
that it remains useful. 

As I have indicated, there are many kinds of 
aura, somatic, visceral and psychical, and, as one 
would expect, a great variety of psychical aur, 
so great that one may go on learning about them 
all one’s clinical life. There is an aura of some 
kind in about half of all epileptic attacks which 
the patient can remember after the attack. This 
is the indication of a discharge beginning in 
some particular area of the cortex and provides 
sure evidence of epilepsy. Whenever there is 
sudden and brief loss of consciousness the 
presence of an aura means that the attack has 
been a fit, not a faint. Even though the patient 
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may be unable to describe any aura information 
may be obtained from a witness of something 
happening before the loss.of consciousness which 
indicates local discharge—a sudden, staring look 
in the eyes, smacking movements of the lips, or 
momentary confused behaviour. These do not 
happen in a faint. There are other points also of 
importance, all related to the fact that in an 
epileptic attack the disturbance of function 
begins in some part of the brain, whereas in a 
faint the brain is involved as a whole. 


The epileptic discharge may be restricted to-: 


those parts of the brain that serve consciousness. 
It is quite common, therefore, for a patient in a 
minor epileptic attack to lose consciousness with- 
out falling, the centres for postural tone not 
being involved. Much more rarely the centres 
for postural tone may be involved without those 
for consciousness. The patient simply falls with- 
out loss of senses. Usually, of course, both are 
involved, there is loss of senses and falling. If, 
however, there is dissociation we may be sure of 
an epileptic attack, for in a faint, the brain being 
affected as a whole, loss of senses and falling 
always occur together. Another common occur- 
rence in minor epileptic attacks is involuntary 
micturition. This again must be due to involve- 
ment of the appropriate centres in the epileptic 
discharge. It is not just an effect of loss of 
consciousness. Some patients in their minor epi- 
leptic attacks invariably wet themselves with 
only a momentary loss of senses, others may be 
unconscious longer and never have incontinence. 
In fainting, as I have said, incontinence of urine 
may occur if the bladder happens to be full, but 
frequently repeated incontinence of urine always 
means epilepsy. 

I have dwelt upon some important differences 
between fits and faints, and must now consider 
some important points of resemblance. The epi- 
leptic discharge may begin in, and be mainly 
confined to, visceral centres. Thus, sudden pallor 
is often the first sign of a minor epileptic attack, 
a sign which Jackson insisted must be evidence 
of a discharge involving vasomotor centres. 
Nausea, palpitation and respiratory distress may 
also usher in the attack. Thus, some minor epi- 
leptic attacks may closely resemble faints. We 
have then to depend a good deal upon the 
setting of the attack for differential diagnosis. A 
faint, as I have said, should have a cause, 
postural or emotional, and occurs almost always 
in the erect posture. Minor epileptic attacks as 


Canad.:M. A. J. 
Nov. 1951, vol. 65 


a rule are causeless. They are moreover apt to 
occur in batches. The patient may have two or 
three in a week and then none for several weeks, 
and again a series. They are apt too to occur at 
particular times of the day, especially the early 
morning. But the most constant and important 
feature of minor epilepsy is the absence of cause. 
Even this distinction, however, is not absolute. 
In rare cases of minor epilepsy precipitating 
factors may be observed. The precipitant may 
be quite specific, and these cases have therefore 
been called reflex epilepsy. Sound is the com- 
monest precipitant, for example a sudden, unex- 
pected noise, but the stimulus may be much 
more specific than this. There are some epi- 
leptics whose attacks are only precipitated by 
certain musical sounds—so-called musicogenic 
epilepsy. In some cases the act of micturition, in 
others sexual orgasm, may be the essential 
stimulus, and in a few sudden emotion. There- 
fore, it is not absolutely true to say that an 
attack of unconsciousness precipitated by emo- 
tion must be a faint, not a fit. 

In connection with this observation it is worth 
mentioning that in certain persons the liability 
to faint also may be related to particular emo- 
tional stimuli. There are people, for example, 
who are not in the least neurotic, who faint at 
the sight of blood, or if they witness an accident, 
or even if they hear an account of injury as at 
a first aid lecture. 

I have already remarked upon the fact that 
if in a faint of emotional origin the heart rate 
is slow enough for long enough the patient will 
actually have a fit. This may result in some very 
difficult diagnostic problems. One such case I 
have recorded on account of the exceptional op- 
portunities for observation, and I will quote it 
to you now as an example of the difficulties that 
may arise. 


I was consulted about a boy of thirteen who had had 
several attacks in which he had lost consciousness sud- 
denly and with hardly any warning, and in one or two 
of these attacks had had convulsive movements of the 
face and hands. He was taken to a doctor, who while 
examining his chest in a standing posture observed an 
attack. This is his doctor’s account of what then hap- 
pened. “On looking up at his face I noticed that he was 

oing off, getting very white, and then subsided on the 
ay I let him down gently. At first he appeared pale 
and rigid, then a slight degree of cyanosis of the lips. 
and at the same time I noticed twitchings of fingers and 
hands. This only lasted a few moments, his colour then 
returned and he got up and said he was all right.” 

On enquiry I found that, including this episode, he 
had had five of these attacks in the same number of 
years and that they had all occurred in a setting ap- 

ropriate to fainting, the first on being taken to the 
dentist, the second the first time he was up after the 
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influenza, the third when awaiting medical examination 
in a line of boys at school, the fourth when standing in 
line waiting to be inoculated. I concluded that in spite 


of the convulsive movements they were faints, though 
his own doctor had thought them epileptic. 

Eight years later I saw him again. In the interval he 
had ‘had occasional attacks, at a parade for medical 
inspection at school, while attending a first aid lecture 
as an army cadet and later during a medical examina- 
tion. This last attack was preceded by what he called 

alpitation, for a second or two his heart seemed to be 
hse thas he found himself on the floor. The medi- 
cal officer had no doubt this was a fit and sent him to a 
neurologist, who while listening to his heart noted sudden 
slowing and then cessation of the beat for 45 seconds, 
during which he had a fit, rolling eyes, rigidity and a few 
convulsive movements. The neurologist rightly concluded 
that the fit was due to the prolonged ventricular stand- 
still, and the diagnosis of heart block was made, though 
there was no clinical evidence of heart disease, and the 
electrocardiograph was normal. 

Subsequently Dr. Denis Williams observed an attack 
which was induced by the threat of drawing blood 
from him with a needle, while an electroencephalograph 
and electrocardiogram were taken, in the sitting posture. 
There was marked slowing of the pulse with pallor, 
going on to a slight degree of cyanosis and disturbance 
of consciousness, but without any abnormality in the 
electroencephalography. 

* Thus my talilaad tatelen that the attacks were faints 
was vindicated. I may add that apart from his unusual 
proclivity to fainting under special circumstances this 
patient was a normal healthy person and served in the 
war with distinction as an officer in a Guards battalion. 


The electroencephalograph was useful in this 
case in a negative way as a means of confirming 
the clinical diagnosis, and it is often useful in a 
positive way for in many cases of minor epilepsy 
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it will detect little epileptic discharges which 
may be of frequent occurrence without any as- 
sociated clinical manifestation—larval attacks. 
But the electroencephalograph is by no means 
infallible. There are patients with undoubted 
epilepsy in which it is normal. Clinical enquiry 
and observation therefore remain the most im- 
portant means of diagnosis. 

This problem of the differential diagnosis be- 
tween fit and faint is one which you are all cer- 
tain to encounter, for fits and faints are both 
very common. I have said nothing about other 
causes of sudden loss of consciousness, such as 
Stokes-Adams attacks, hypoglycemia or cerebral 
hzemorrhage—these have clearly to be taken into 
account in the clinical examination. The problem 
which I have been thinking of is that of the 
otherwise healthy young person who is brought 
to you with the story of one or more brief epi- 
sodes of loss of consciousness and shows no 
abnormality on physical examination. It is im- 
portant that the diagnosis should be accurate 
and early for two reasons. First, it is an immense 
relief to the patient and his relatives if you can 
assure them that the attack has been a faint, 
second, if it is-epileptic the sooner appropriate 
treatment is given the better the chance of con- 
trolling the attacks. 





ABDOMINAL AORTIC ANEURYSM* 


HAROLD GOLD, M.D., Toronto 


AT THE WELLESLEY HOSPITAL, during a period of 
18 months, a total of 137 autopsies were per- 
formed. There were 8 cases of abdominal aortic 
aneurysm, 6 of them having ruptured. 

In 1936, Kampmeier’® collected 381 cases of 
abdominal aortic aneurysm while, in 1950, about 
500 cases had been reported in the literature. 
The incidence is thought to be 0.35% of hos- 
pital records, 0.17% of hospital autopsies, and 
11.8% of all aneurysms."* 

The ages of the arteriosclerotic cases are in 
the 6th and 7th decades, while syphilitic aneu- 
rysms fall in the 4th and 5th decades,* 1% 2% %° 
The few reported below 30 occur in the luetic 
or medial necrotic classes, but these are usually 
not abdominal.?® ?* ** Males form 80 to 90% of 
all types,* * * 1: 31 Negroes occupy 64% of the 


*Toronto General Hospital (Wellesley Division). 


luetic group, whereas 100% of arteriosclerotics 
are in whites.*° 

A normal aorta can have the intraluminal pres- 
sure raised to 1,000 to 3,000 mm. of mercury 
before a rupture occurs.’* ** 71 In an aneurysm 
blood circulating under pressure creates a strain 
in the sac of an aneurysm varying with the 
square root of surface area and, to a lesser extent, 
with the rate of flow.*: 12 Moreover, a stretched 
sac is devitalized and expands, thus creating a 
vicious circle.’ In addition, thrust in an aneurysm 
is aggravated by increased blood pressure, 
excitement, and manual labour.’® 2! In our series, 
seven of eight cases had hypertensive heart dis- 
ease. 

Aneurysms occur in areas of relative weak- 
ness, where there is loss of diaphragmatic sup- 
port or sudden alterations in blood pressure 
near the origin of large trunks. Thus, they occur 
below the diaphragmatic hiatus or above iliac 
bifurcation,'® 14 Syphilis occurs in the thorax or 
above renal arteries, while arteriosclerotic ones 
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are below renals.” 1” *° The increasing incidence 
of the latter group is supported by the difference 
in ratio of abdominal over thoracic of 1:10 in 
the time of Osler (1905) to the present 1:3.'° 

Aneurysms are mostly arteriosclerotic and 
syphilitic, but less commonly medionecrotic, con- 
genital, infectious and traumatic cases are seen. 
All show defects of the media. 


# 


oe 
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often the whole wall was formed by hyaline 
tissue which became thinned out (Fig. 3 and 4). 

(b) Syphilis.—Aortitis occurs five or more years 
after the primary lesion and the saccular aneu- 
rysm appears later.?! One of our ruptured cases 
was aged 25 and the ascending and abdominal 
aortic aneurysms showed disappearance of 
elastica and muscle in the media with great 


Fig. 1.—Arteriosclerotic aneurysm with rupture. Fig. 2.—Thrombosis in healed arterio- 
sclerotic aneurysm. Fig. 3.—Arteriosclerotic aneurysm showing atheroma upper right, thin 
hyalinized media, and fibrosed adventitia with nerve below. H & E x 25, Fig. 4.—Arterio- 
sclerotic aneurysm exhibiting degeneration and disappearance of elastica. Weigert elastic 


tissue x 33 


(a) Arteriosclerosis.—These are often thought 
to be fusiform,” ?” 1* but our series showed sac- 
culation as well (Fig. 1). Dilatation or aneurysm 
of the atheromatous common iliacs was seen in 
five of the cases. Thrombosis was frequently 
noted and was particularly marked in a non- 
ruptured case (Fig. 2). There was progressive 
medial destruction together with atheroma, and 


fibrous thickening of the intima filling in the 
gaps (Fig. 5). A few foci of inflammatory cells 
were seen in the fibrotic adventitia. Histologi- 
cally the picture was consistent with syphilis but 
Levaditi stains and a careful clinical and sero- 
logical history failed to substantiate this. 

(c) Medionecrosis.—This mucinous, cystic, de- 
generative process of outer media gives rise to 
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Fig. 5.—Syphilitic? aneurysm demonstrating fibrosed intima with disappearance of media. 
Weigert elastic tissue x 33. Fig. 6.—Ante-mortem x-ray of Fig. 1 showing calcification of wall. 


a dissecting aneurysm and usually occurs in the 
thoracic aorta.” It may or may not be associated 
with diseases of the vasa vasorum,”” 2? *! with 
toxins or with diet.’* ?! Hypertrophy of heart® is 
frequently present and medionecrosis is seen in 
Marfan’s syndrome.*? 

(d) Congenital.—There is thought to be some 
congenital defect of media,’* 1+ ** and coarcta- 
tion or hypoplasia of aorta may be in attend- 
ance."® 

(e) Infection.—Aneurysm may arise in acute 
septic infections,’ ** as a result of agents in 
lumen or in vasa vasorum.'* *? There may be an 
exogenous source such as tuberculosis.”" 

(f) Trauma is sometimes reported.19 17 18, 21 

Pain is the most important symptom but is 
often not present. There were three classes of 
pain in our cases, one attributed to the aneurysm 
itself, another to a leaking aneurysm, and a third 
to a sudden massive rupture. Their character- 
istics are listed in Table I and the associated 
symptoms are also noted. The latter, as well as 
the differential diagnoses, are referable to 


TABLE 


Symptoms: i 
Location Type 


structures of the gastro-intestinal tract if the 
aneurysm or hemorrhage bulges forward, to the 
genito-urinary tract, vessels, nerves, vertebre, 
or spinal cord if they bulge backwards, and to 
the thorax if pressure is upwards.*: > 7 1° 18, 23 
The ante-mortem diagnosis was made in five of 
our series. 

The most significant sign is the presence of 
an expansile pulsating mass. The aneurysmal 
pulsation must be differentiated from an aortic 
one felt in aortic insufficiency, hyperthyroidism, 
anemia and underweight patients.’ Palpation is 
facilitated by the knee chest position where an 
anterior tumour will fall away from the aorta 
or lateral position when the viscera slide aside. 
A palpable thrill and audible bruit may be in 
attendance.'* *° Tenderness may be elicited. 
There is diminished pulsation in the legs."* 

If rupture occurs the abdomen may become 
tense and rigid and twenty-four hours to a few 
days later ileus develops and there is no rigidity.” 
Thrill and bruit may be masked.'® Ecchymosis 
often develops in the flanks. It should be re- 


I. 





























| ° 
Pain Cases Duration Relief Aggravation Radiation Associated symptoms 
lumbar-3 ache 6 days 
6 weeks (intermittent) 
months squatting bending 
(intermittent) lifting 
Aneurysm 4 abdominal-2 | indigestion |30 years (intermittent) 
pulsation several months 
(steady) 
lumbar-2 aching and 2 days (steady) position rt. lower quadrant vomiting-3 

sharp seadative to rt. testicle 
Leaking colicky 4 days (steady) nausea-1 
aneurysm 6 boring 7 days (steady) bowel obstruction-2 

prostrating | 1 day (intermittent) anuria-l 
abdominal-4 aching 10 days (steady) hematuria-1 

tearing 4 days (intermittent) 
Sudden lumbar-1 agonizing 9 hours—continuous lt. abdomen to 
rupture rt. lower quadrant 
(but pre- colicky 
vious abdominal-1 sudden 15 minutes 


leaking) | 
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membered that massive hemorrhage may be 
retroperitoneal, intraperitoneal, intrapleural or 
intestinal." 

Certain procedures are indicated in the x-ray 
diagnosis." 


(a) A flat plate of abdomen may pick up a soft 
tissue shadow with calcification of aorta (Fig. 6). 
Distortion or displacement of organs may be seen. The 
psoas is obliterated in hemorrhage.1> 

(b) A lateral or lateral oblique film shows erosion of 
spine. This only occurs in upper abdominal aneurysms 


and affects T12 and L1 usual 7 The transverse processes 


and, lower ribs may be eroded. 11 

(c) A G.I. study to observe displacement of gastro- 
intestinal tract. 

(d) Pyelography for displacement of kidney. 

(e) Pneumoperitoneum or arteriography to outline 
mass. These are definite risks. 

(f) Fluoroscopy may show a fixed pulsating mass not 
moving with respiration.11 


The prognosis of aneurysms, as stated by 
Kampmeier,’® is that 87.7% do not live more 
than a year from the onset of symptoms and 
61.3% are of six months’ duration. It is thought? 
that a patient may live two to four days with 
rupture but our figures suggest that leaking may 
occur for a period up to ten days. 

Surgery is felt to be more hopeful since Matas’ 
first reported** cure in 1924. A recent review 
of 80 cases treated with ligation showed that 6 
had survived more than one year.® 

Better results are obtained if the patient is a 
good risk, if there is not extensive calcification 
of aorta, and if more than one stage is em- 
ployed." *” The site of the aneurysm is of some 
import for, if it is high up, the blood supply of 
coeliac, superior mesenteric and renal arteries 
is jeopardized. Furthermore, in regard to the 
collateral circulation, a poor supply results in 
gangrene of extremities while a good one may 
cause a recurrence of the sac. Occlusion of the 
aneurysm may result in a rise of blood pressure.° 
Ligatures of silk, wire, metal bands cause necro- 
sis of wall, while fascia lata may give way.” ® 27 

The surgical principle of treatment is to cause 
proximal occlusion of the aorta and then oblitera- 
tion of the sac at a later date. The aorta prox- 
imally may be occluded by cotton tape,” ?* ?° 
by polythene cellophane wrapping,® 2” 7° by 
fascial taping,?* ?7 or by metal bands.?* Some 
advise proximal and distal occlusion.’ ** End- 
arterial occlusion is accomplished by wiring 
with or without electrothermic coagulation.” * * © 
Fascial plugs are also mentioned.** *° 

The sac is obliterated often by wiring,” *** 2*»?8 
while silk sutures,’ cotton tape or fascia lata,° 
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are employed in aneurysmorrhaphy. The sac 
may be wrapped with cellophane, ?” *° or with 
dermal grafts.** 


SUMMARY 


Abdominal aortic aneurysms are discussed 
based on the post-mortem findings of eight cases, 
together with a review of the literature. Inci- 
dence, age, sex, race, physiology, pathology, 
symptoms, signs, x-ray, prognosis and _treat- 
ment are dealt with. 
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A person need not stand alone in his trouble. A sick 
person who must spend many months in a hospital has 
many problems. He can be helped to work out his practi- 
cal problems and the subtle elusive facts of the inner 
reality in which we find our meanings and our satisfac- 
tions in living. He can be helped to resolve his con- 
fusion of feelings and facts and find a way of dealing 
with them so that he can remain in the sanatorium as 
long as necessary, using his medical care constructively. 
Eventually he can leave the sanatorium physically and 
emotionally sustained and sufficiently freed to live with 
gate inner security and peace with himself and his 
illness.—(Pub. Health Rep., 66: 1157, 1951.) 
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THE LISTER EPOCH IN 
MEDICINE* 


DONALD C. BALFOUR, M.D., LL.D.(Tor.), 
D.Sc.( Northwestern) F.R.C.S., F.R.S.M., 


Rochester, Minnesota 


THE CUSTOM ESTABLISHED by the Canadian Medi- 
cal Association of commemorating the names 
and lives of such illustrious men of medicine as 
Lister, Blackader and Osler is a notable one; and 
I am honoured, indeed, to have been invited to 
join with you in paying tribute to the immortal 
Lister, whose life and work will forever be an 
inspiration. Lister and his contemporary, Pasteur, 
inaugurated an era which has brought incal- 
culable blessings to the human race. The Lister 
era is, in retrospect, in sequence with the 
achievements which identify the major medical 
eras of the past and with the men who dis- 
tinguished these eras. It is essential, therefore, 
that the relation of the Lister epoch to the pre- 
ceding periods of medical history be understood. 
In reflecting upon these eras, which represent 
the westward march of medicine and parallel, as 
they do, the story of mankind through the ages, 
one notes a marked similarity; namely, that 
man’s age-old inherent desire to know the truth 
has also been the compelling motive of all great 
men in medicine and the medical sciences. 

It is with this theme in mind that I present 
a brief outline of the history of medicine and of 
the Lister epoch, through the medium of a 
stained glass window in Mayo Foundation 
House, the former home of Dr. and Mrs. W. J. 
Mayo (Fig. 1). 

Medical historians, for example, Garrison, Cas- 
tiglioni, Comrie, Sigerist and Guthrie, identify 
four major eras. The first is the Greco-Roman 
and medieval period between 500 B.C. and 1500 
A.D. The second (1500-1800), which includes 
the Renaissance, is described by Garrison as the 
era of theories and beginning experimentation. 
The third era (1800-1900) witnessed the begin- 
ning of organized advancement of science. The 
fourth and present era is characterized by the 
inception of organized preventive medicine. Each 
of these eras represents an epoch in the trend 
of medicine during the past 2,000 years, and 
together they are the foundation stones upon 
which medicine will build in the future. 

*Lister Oration read at the meeting of the Canadian 


_— Association, Montreal, Quebec, June 18. to 22, 
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In the panels of the stained glass window 
shown these four eras of medicine are so ar- 
ranged as to identify the era, but also to empha- 
size the fact that the basis for permanent ad- 
vances in medicine in the future, as in the past, 
is in the co-ordination between medical educa- 
tion, practice and research. 

In the panel representing the teaching of 
medicine in the Greco-Roman and medieval 
period the central figures are of the doctor of 
the long gown, and his apprentices. As was cus- 
tomary in that era, the teacher is shown as 
reading from an ancient manuscript of Hippoc- 
rates or Galen, the accepted authorities through- 
out the Middle Ages. In the large blocks in this 
panel Galen and Hippocrates are represented as 
the two great figures of Greco-Roman medicine. 
As a reminder of the priest-physician’s place in 
medicine in that era, there is a block showing 
a priest exorcising a leper of the evil spirit. In 
the small blocks are shown Damian and Cosmas, 
the patron saints of surgery, and Celsus, the 
Roman, who was the first important writer on 
medical history, and whose book De Re Medi- 
cina, was one of the first medical books pub- 
lished (1478) after the advent of printing. 
Asklepios, the chief god of healing in the Greek 
Pantheon, is represented in one of the small 
blocks in this panel. : 


In history, Hippocrates can well be called the Father 
of Medicine. He was a contemporary of Socrates, 
Aristotle and Plato, and lived at a time when Athenian 
democracy had attained its highest point of develop- 
ment. He gave to Greek medicine: its scientific spirit 
and its ethical ideas and was the first to recognize clini- 
cal inspection and observation. Instead of attributing 
disease to the gods or other fantastic imaginations he 
founded the bedside teaching method which has been 
the distinctive talent of all true clinicians. He possessed 
a high sense of dignity and lofty ideals of the medical 

rofession and was a master in compiling accumulated 
Lenelediae of the preceding centuries. His permanent 
lace in medicine is represented in the Hippocratic oath, 
or it is the earliest and still remains the most impressive 
document in medical ethics. His profound philosophy 
is exemplified in the frequently quoted observation that 
“life is short and art is long, the occasion fleeting, exper- 
ience fallacious and judgment difficult”. He has been 
called the master physician of all time, and his opinions 
became virtually law on medical subjects. Osler in one 
of his essays said that every physician ought to read 
some of Hippocrates every year to learn how to observe 
his patients. The greatness of Hippocrates is that he 
kept medicine on an equally Se evel with the work 
of the great lawmakers, philosophers, writers and 
artists of that era. 

Galen was one of the most brilliant intellects applied 
to medicine, and he was the founder of experimental 
physiology and the greatest Greek physician after Hip- 
pocrates. His observations on the physiology of the 
central nervous system are probably the best example of 
his keen sense of observation. He was a versatile, many- 
sided man of talent and a skilled practitioner of his time, 
although he left no good account of his clinical cases. 
He had a roving disposition, as had many of the famous 
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physicians of that period. After his death European 
medicine remained at a dead level for nearly fourteen 
centuries. 


Each panel of the window carries an inscrip- 
tion which is in keeping with the subject matter. 
In one panel the inscription is, “earth, air, fire 
and water’, the four elements of Greek philos- 
ophy. These elements are readily translated into 
medicine today—with earth, the magic of the 
antibiotics; with air, the fundamental research 
which has taken place during the past few years 


on the physiology of respiration, particularly in‘ 


relation to aviation medicine and thoracic sur- 
gery; with fire, the phenomenal development of 
atomic energy; and with water, the advances 
which have been made in recent years in our 
knowledge of the importance of water balance in 
surgery, in nutritional disturbances, cardiovas- 
cular disease and so forth. 

The panel representing medical practice in 
this Greco-Roman and medieval period repre- 
sents the medizval physician at work in his 
office. These physicians were often cleric-physi- 
cians and they were wise in their understanding 
of their patients and skilled in the art of observa- 
tion. Since they had to rely entirely on what they 
could observe, it was natural that they would 
turn to magic symbolic rites and weird concoc- 
tions. It is to the glory of Hippocrates that he 
was able, in the face of such practices through 
the centuries, to place medicine on a scientific 
basis. In the large blocks in this panel one of the 
figures to recall conditions of that era shows the 
plague doctor, since the Black Death was one 
of the greatest scourges of mankind, claiming 
the lives of one-fourth of the earth’s population 
in 1348. Blood letting is represented, since the 
practice of venesection was carried on through 
many centuries. The shaving basin depicted was 
the badge of the army surgeon, and the king 
curing the king’s evil by touch is pictured, since 
for centuries the treatment of scrofula was the 
king’s prerogative. In the small blocks, a military 
pennon of surgeons indicates acceptance of their 
responsibility in time of war, and the chief re- 
ligious officer of the hospital is represented in 
one of these small blocks which emphasizes the 
place of religion in medical practice in that era. 
Rabelais, French physician, philosopher and 
writer, is depicted in one of the small blocks. 
The inscription is particularly appropriate, for 
it is Chaucer’s comment, in his prologue to the 
Canterbury Tales, on physicians of that era, “He 
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knew the cause of everich maladye, were it of 
hoot, or cold or moyste, or drye.” 

The panel representing research in the Greco- 
Roman period shows the alchemist at his distill- 
ing furnace. The Arabian physicians were par- 
ticularly versed in alchemy, and they were 
chiefly occupied in searching for the elixir of 
life and for potable gold. Their objective was 
not so much the transmutation of metals into 
gold as it was the hope of discovering a univer- 
sal cure for all disease. In keeping with the 
imagination of these alchemists we find that the 
large blocks represent black magic; the bezoar 
stone, which was often used as an amulet, and 
the incantations which were held over the plant- 
ing and harvesting of herbs. In the small blocks 
there are symbols of Chinese medicine which 
gave to modern medicine many of its therapeutic 
substances. The inscription in this panel is from 
Leonardo da Vinci and is in keeping with the 
basic principle of research: “It is by testing that 
we discern fine gold.” | 

The second era, which was that of theories 
and beginning experimentation (1500-1800), in- 
cluded the Renaissance. The panel representing 
medical education in that era is devoted to 
Vesalius teaching at Padua. He assumed the 
chair of anatomy there when he was 22 years of 
age and remained there for some six or seven 
years. Vesalius was the first to lecture from the 
cadaver instead of from a book, and in this he 
completely changed the concept of medicine. 
Since students from Europe and Great Britain 
came to Padua, he established anatomy as the 
basis for modern medicine. His fame will remain 
for all time if only for the Fabrica, which he 
wrote in 1543 and which is recognized as one of 
the greatest of all medical classics. 

In the large blocks in this panel Morgagni, 
Leeuwenhoek and Paracelsus are pictured: 
Morgagni because he was the Father of Path- 
ology; Leeuwenhoek’s claim to fame is through 
the invention of the microscope and the discovery 
of bacteria. Paracelsus was one of the most inter- 
esting characters in medical history. He had been 
trained in chemistry and did medicine a real 
service in helping to overthrow its thoughtless 
subservience to ancient authority. He was a peri- 
patetic physician who travelled widely, visiting 
all the European countries. Some of his time was 
spent as an army surgeon, and he became a 
practicing physician in Strasbourg in 1526 and 
was later lecturer on medicine in the university. 
He must have been a most quarrelsome indi- 
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Fig. 1.—Window in Mayo Foundation House, Rochester, Minnesota. 
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vidual; in fact, one historian said that he was one 
of the few writers who ever advanced medicine 
by quarrelling about it. In his travels he mingled 
constantly with the crowd, and one delightful 
comment on his relations to the public is as 
follows: 


é 
“By his relations with barbers, executioners, bath 
keepers, gypsies, midwifes, and fortune-tellers, he 
learned a great deal about medical practice, and in- 
cidentally acquired an unusual knowledge of folk- 
medicine and a permanent taste for low company.” 


He was apparently familiar with many drugs. 
He recognized that cretinism was related to 
goitre, and was the first to draw attention to 
occupational diseases. He continues to be, in 
the history of medicine, one of the most contro- 
versial figures of all time. 

In the smaller blocks we have represented 
Fabricius (who was Harvey's teacher), the dis- 
coverer of the valves of the veins; Malpighi, 
whose contributions to histology and physiology 
gave him permanent recognition; and Linacre, 
who was called by Fuller “the restorer of learn- 
ing” and whose writings were widely circulated 
on the continent. Linacre was the founder of 
the Royal College of Physicians of England. 

The legend used in this panel again is one of 
da Vinci’s epigrams, “All our knowledge origi- 
nates in our sensibilities’. Da Vinci has been 
referred to as one who embodied in his marvel- 
lous personality all of the characteristics of the 
Renaissance. 

In the panel illustrating the practice of medi- 
cine during the Renaissance we have chosen to 
depict Jenner as vaccinating young Phipps. The 
story of Jenner's experiments over a period of 
sixteen years of investigation is an inspiration 
and can be looked upon as the beginning of 
clinical investigation. He started the world think- 
ing on lines of public health and preventive 
medicine. This was an era in British medicine 
in which great strides were made in the under- 
standing of disease and of treatment. This came 
about through the correlation of clinical signs 
and symptoms with gross findings at necropsy 
and primarily the extraordinary ability of clini- 
cians of that era to see important scientific 
truths in unexpected places. So this era is re- 
plete with the names of those permanently en- 
graved in medical history, for their recognition 
of certain diseases and for the accuracy with 
which they described the symptoms of these 
conditions; for example, Graves, Stokes, Corri- 
gan, Bright, Addison and Hodgkin. Curiously 
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enough during this period, quackery in England 
flourished to an extraordinary degree and some 
of the most fantastic ideas found public and 
official support until their falsity was disclosed. 

In the large blocks in one panel Benjamin 
Rush, Ambroise Paré and McDowell are pic- 
tured. Rush occupied the chair of medicine at 
the University of Pennsylvania and was the 
ablest American clinician of his time. He was 
referred to as the American Sydenham. Ambroise 
Paré, the most famous military surgeon in 
history, was a splendid writer, and his descrip- 
tion of the plague is a medical classic. His pro- 
found belief in the healing powers of nature 
was the basis for the remark which is associated 
with his name, “I treated him and God cured 
him”. McDowell, who was a pupil of John Bell 
of Edinburgh, performed the first ovariotomy in 
1809 and was a splendid example of the pioneer 
spirit in America. In the small blocks Withering 
is represented as a pioneer in the use of digitalis, 
and several of the plants from which some of 
our standard medical remedies are obtained are 
pictured. The inscription in this panel is a para- 
phrase of John Hunter's advice to Jenner: “Why 
submit hypotheses? Try it and know.” 

In the panel representing research in this 
period of the Renaissance, Harvey is shawn 
demonstrating the circulation of the blood to 
King Charles I. Harvey is regarded as probably 
the greatest man in seventeenth century medi- 
cine. Garrison states that in his work for the 
first time in the history of medicine mathemati- 
cal proof and exact calculations were used in 
biologic research. In the large blocks are 
pictured Hunter, Galvani, Volta and Francis 
Bacon. The names of Galvani and Volta will 
always be associated with the enormous field of 
electrophysiology and its application to medi- 
cine. Francis Bacon was one of the most extra- 
ordinary men that any age could boast. He was 
a scholar, wit, lawyer, statesman, philosopher 
and writer. Apparently he did not make many 
remarkable contributions, but in his own descrip- 
tion of the effect of his writings he said that he 
“rang the bell which called the other wits to- 
gether’. 

With John Hunter, surgery ceased to be re- 
garded as a mere technical method of treatment 
and began to take its place as a branch of 
scientific medicine firmly grounded in physiol- 
ogy and pathology. Hunter was a Scotsman and 
his brother William Hunter was almost equally 
famous, so that both names will have a perma- 
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nent place in medical history. John Hunter made 
remarkable contributions to the advancement of 
surgical knowledge, and it is no exaggeration to 
say that he found surgery a mechanical art and 
left it an experimental science. His accurate de- 
scriptions of many diseases, including coronary 
disease, from which he himself suffered, are 
medical classics. He made this famous remark in 
relation to his own illness: “My life is in the 
hands of any rascal who chooses to annoy and 
tease me.” Hunter was buried in Westminster 


Abbey, and his name and work will be perpetu-: ' 


ated for all time through the greatest of all medi- 
cal museums, the Hunterian Museum. 

In the small blocks there are Hales, Schwann 
and Schleiden. Hales was an English clergyman, 
who became interested in the circulation, as 
many other research workers did, following the 
work of Harvey. He established the first quanti- 
tative estimates of blood pressure, carrying out 
his experiments on the horse. Schwann and 
Schleiden well deserve a place in this panel be- 
cause of their recognition of the cellular nature 
of living structures. The legend in this panel is 
from Claude Bernard and has a particular signi- 
ficance today in view of the vast amount of 
research carried on in the laboratories through- 
out the world. The inscription reads, “Put off 
your imagination when you enter the laboratory, 
but put it on again when you leave.” 

The era of 1800 to 1900 has been identified by 
historians as the era of the beginning of or- 
ganized advancement of science. In the panel 
representing education in this era the theme of 
bedside teaching was chosen because that repre- 
sented the beginning of refined diagnosis, which 
now rested on the foundation of anatomy, physi- 
ology, bacteriology and chemistry. This century 
was, therefore, distinguished by many great men 
in all fields of medicine who initiated the tre- 
mendous advances which took place in that era. 

The large blocks in this panel show Laennec 
and Sir William Osler. Laennec, who invented 
the stethoscope in 1819, was the most distin- 
guished and important internist of the early 
French school. Addison, for example, said of 
Laennec that he contributed more toward the 
advancement of medical art than any other 
single individual, for he practically created alone 
the physical diagnosis of cardiac and pulmonary 
diseases. He is represented in the window as 
holding a cylinder of paper in his first attempt 
to use it as a stethoscope. 
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It seemed appropriate to place Sydenham in 
this panel on bedside teaching because his life 
and work will always be associated with the re- 
vival of the Hippocratic method of observation 
and experience. With Sydenham, internal medi- 
cine took an entirely different turn. As historians 
have pointed out, his theory of medicine was 
simple; namely, that scientific theories are of 
little value to the practitioner, since he must 
rely upon his powers of observation and his fund 
of experience. Sydenham’s reputation today rests 
upon his first-hand accounts of diseases, particu- 
larly of measles, pneumonia and gout. His influ- 
ence lasted until the advent of the Vienna School 
and beyond. He had an extraordinary ability to 
describe accurately what he saw, and on the 
tablet in the Royal College of Physicians of 
England he is referred to as “A physician, 
famous for all time”. 

Sir William Osler left a permanent imprint on 
Canadian and American medicine and on medi- 
cine throughout the world. A man of wide cul- 
ture, a wise clinician, and a tireless student of 
medicine, he was an influential and beloved 
teacher and was one of the great medical phi- 
losophers of all time. He had an amazing ability 
to correlate knowledge and present it in a read- 
able form and, if for nothing else, his name will 
be famous because of his textbook which in one 
volume covered the principles and practice of 
medicine. 

In the small blocks Welch, Virchow and the 
ether dome are represented. Welch will be re- 
membered not only because he was a great 
bacteriologist and pathologist, but because he 
occupied the first chair of medical history at 
Hopkins and was one of the co-founders of that 
great medical school. His influence was primarily 
on his students, and they filled many of the chairs 
of pathology in the leading medical schools on 
this continent. Virchow was the founder of the 
doctrine of cellular pathology, and his book on 
that field is one of the great medical classics. 
Some historian has said that in pathology Vir- 
chow had only Morgagni as a possible competitor 
before him and no one after him. The advent 
of anesthesia into medicine is represented in this 
panel of the window by the sketch of the ether 
dome at the Massachusetts General Hospital in 
Boston, where the first operation with the pa- 
tient under ether was done in 1846. The inscrip- 
tion in this panel is taken from one of the many 
epigrams of Sir William Osler and is particu- 
larly appropriate for all men in medicine. The 
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inscription reads: “Each case has its lesson, a 
lesson which may be byt is not always learned”. 

The immortal Lister occupies the panel repre- 
senting the practice of medicine in the great era. 
The panel shows Lister preparing for an opera- 
tion in his operating theatre in Glasgow. 

Lister had qualified in medicine at the Uni- 
versity of London in 1852 and immediately ac- 
cepted the position of house surgeon to Syme 
at Edinburgh, where he remained for some eight 
years. It was there that he developed his bent for 
research and investigation and became chiefly 
concerned with the principles of inflammation. 
Four years later when he was 30 years of age, 
he read a paper on the “Early Stages of Inflam- 
mation” before the Royal Society of London, and 
was elected a Fellow of the Royal Society three 
years later when he was 33 years of age. In his 
studies on inflammation he followed the basic 
Hippocratic principles. 


As Godlee writes, he endeavoured to “start with an 
open mind and to base his conclusions on his own direct 
dupetion, uninfluenced by mere vague hypothesis”. 
As Lister himself wrote, “At the present day more 
especially when theory is allowed such free scope and 
is permitted to attack the most time-honoured rules of 
practice we stand in peculiar need of the beacon light 
of correct pathology to enable us to steer a safe course 
amid the various conflicting opinions which assail us.” 


After eight years in Edinburgh, Lister assumed 
the chair of clinical surgery in Glasgow and there 
vigorously pursued his investigations on infec- 
tions and their prevention. His aim was not so 
much to overcome suppuration already esta- 
blished in wounds, as to prevent its occurrence 
particularly in operative wounds. It is not sur- 
prising that his attention should have been called 
to the work of Pasteur. In contrast to the French 
surgeons, who were equally familiar with the 
work of Pasteur, he immediately recognized the 
significance of bacteria as related to his own 
problems. The story of his efforts to find some 
agent which would kill bacteria without serious 
injury to the tissues is known to everyone in 
medicine. 

In 1869 he returned to Edinburgh to the chair 
of surgery and continued to apply there his 
principles. of antiseptic surgery. After some seven 
or eight years there he accepted the chair of 
clinical surgery at King’s College in London to 
succeed Sir William Ferguson and retired from 
this professorship at 65 years of age. As his 
principles of antisepsis became accepted and 
practised throughout the world in his later years, 
he had the supreme satisfaction of knowing that 
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his desire to learn the truth had been fulfilled. 
As is often true, however, the acceptance of his 
principles came more slowly in his own country 
than in others. For example, some of the great 
German surgeons of that day became ardent 
advocates of his method, and in France and 
America it was quickly taken up and successfully 
applied. 

Lister's life and work formed a classic example 
of the application of science to the practice of 
medicine. His early interests in the fields of 
microscopic anatomy and of physiology pre- 
pared his mind for the solution of the great 
problem with its lasting benefit to mankind. No 
better example can be found in all medical 
history of the fundamental truths embodied in 
the Hippocratic tradition. 

Lister entered his career in medicine in Scot- 
land in an ideal environment for the develop- 
ment of his inherent talents. The history of 
Scottish medicine during the previous two 
centuries is replete with evidence that it had 
inherited and well applied the philosophy of the 
Hippocratic school. As Newman has pointed 
out, “the main stream of Hippocratic medicine 
had come fronr Leyden, where the great teacher, 
Boerhaave, attracted Edinburgh students who 
brought back to Edinburgh the philosophy. that 
all true study of nature must be based upon 
observation, experimentation and deduction”. As 
Newman said in his remarks, “these Scottish 
pilgrims found themselves in direct succession 
through Padua, Salerno and Alexandria with the 
founders and builders of inductive science,” and 
it was on this foundation that Lister during the 
first twenty-five years of his career did his monu- 
mental work and achieved everlasting fame. 

In the large blocks in another panel there are 
represented Billroth, Agnew, Holmes and St. 
Marys Hospital. Billroth was a pioneer in vis- 
ceral surgery. His claim to fame was not only 
by his own work, but through his illustrious 
pupils, for he, like Welch, was one of the great 
teachers of his or any other day, and his pupils 
could be found in most of the prominent posi- 
tions throughout Europe. He was a man of 
charming and genial personality and had a 
strong artistic bent. He was founder of the 
Vienna School of Surgery, was one of the first 
in Europe to introduce antisepsis, and his influ- 
ence in supporting Lister's work rapidly spread 
throughout the entire world. He has been 
credited with being the most important single 
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influence on the development of modern surgical 
knowledge. 

David Hayes Agnew was not only a master 
surgeon but a great teacher. He founded the 
Agnew wing at the University of Pennsylvania 
and is representative of the early pioneers in the 
history of medicine and surgery in America. 
Oliver Wendell Holmes will always be known 
for his medical essays which were easily the 
most important American books dealing with 
medical history in his day, and he will also be 
recorded permanently in history because of his 
observations on the nature of puerperal fever. 
St. Marys Hospital is represented here because 
it was in that hospital in 1889 that Drs. W. J. 
Mayo and C. H. Mayo began their work, which 
was based on the theories and practice of Lister. 

In the small blocks are the figures of Crawford 
Long and William Morton, since anesthesia 
changed the whole course of surgery. Long un- 
doubtedly knew about ether anesthesia and 
used it but he left no reports of his results, and 
the first authentic and recorded operation under 
ether anesthesia was performed at the Massa- 
chusetts General Hospital in 1846. 

In the panel representing research in the nine- 
teenth century, the selection of the person who 
should be placed in the centre of the panel again 
was readily made because of the work of Pasteur 
during that century. Pasteur initiated a new era 
in the concept of disease, in hygiene and in 
social medicine. The high honours which he re- 
ceived, not only from his own countrymen but 
throughout the world, were recognition of the 
great boon that he brought to humanity. In 
answer to a national questionnaire the French 
people placed him before Napoleon in services 
to his country and to the world, not only in his 
revelations of the relationship of bacteria to 
various diseases but in the control of those dis- 
eases and also the enormous economic benefit 
he brought to France through his work on the 
action of bacteria in wines. 

In the large blocks in this window Koch, Beau- 
mont and Claude Bernard are _ represented. 
Koch’s discovery of methods of producing pure 
cultures of organisms won for him the Nobel 
Prize, and he confirmed the work of Pasteur 
in every respect. Beaumont, whose classic in- 
vestigations of physiology of the stomach and 
of gastric secretion were the forerunner of 
Pavlov’s experiments, was another splendid 
example of the pioneer spirit in North America. 
Claude Bernard, the greatest physiologist of 
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modern France, established the doctrine of in- 
ternal secretion of the ductless glands. In the 
small blocks Jansen, who constructed the first 
practical microscope, is represented. Hooke’s 
microscope is the one with which the first con- 
cise and detailed microscopic observations were 
made. The inscription in this window is one from 
Pasteur himself and is quoted widely because of 
its application to all research, namely that “In the 
field of observation chance favours only the 
mind which is prepared”. 

The panel representing the present era of pre- 
ventive medicine suggests the forward march 
of education in medicine and the medical 
sciences during the past half century. In this 
panel representative institutions are pictured; 
that is, the Charity Hospital of Berlin, the Army 
Medical Library in Washington, Oxford Uni- 
versity, the Hotel Dieu in Paris, and the United 
States Public Health Service and Sigma Xi. The 
legend used in this panel is one which W. J. 
Mayo used often in the later years of his life, 
namely, “Take of my experience but give me of 
your dreams,” and recalls Winston Churchill's 
definition of education as “an endless adventure”. 

In the panel representing medicine today, an 
effort was made to emphasize the ever-widening 
scope of medicine, including as it does the nurs- 
ing profession, public health officials, the church 
and the home, hospital administrators, and edu- 
cators, for it is through such co-ordination that 
medicine will advance and provide a medical 
service to all peoples on the highest possible 
level. In the large blocks in this panel the three 
names perpetuated are Florence Nightingale, the 
founder of modern nursing, who inaugurated the 
first school of nursing at St. Thomas’ Hospital 
in London, in 1860; Einthoven, the discoverer of 
the electrocardiograph; and Ehrlich for his pro- 
found and basic studies in immunity. In the 
small blocks Bright is pictured for his funda- 
mental work in distinguishing between cardiac 
and renal dropsy, and there are certain instru- 
ments displayed to indicate some of the major 
advances in therapeutics and research. The in- 
scription in the window is one which applies to 
all great men in medicine in the past, and that is 
that “they loved the truth and sought to know it”. 

The panel representing research in_ this 
present-day era is the artist's concept of a 
modern laboratory with emphasis placed on the 
role of physics, chemistry and the related 
sciences in preventive medicine. In the large 
blocks there are various instruments illustrated 
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and in the small blocks certain laboratory equip- 
ment of former days. There is also a formula for 
thyroxin and for sulfanilamide. The inscription 
in this panel is particularly appropriate to world 
affairs today, namely Herbert Spencer’s epigram 
that “Science is for life, not life for science”. 


The place of the scientist in the world today is well 
summarized by Chisholm who has said that “recently 
physical scientists have begun to show signs of develop- 
ing some social responsibility, and the human scientists, 
some evidences of concern about the immediacy and 
importance of world problems of human relations and 
interhuman communication. There are, therefore, some 
signs of a changing orientation of science. In the past, 
science in its purer forms has been content to add to 
the sum of human knowledge. Only recently have 
scientists themselves begun to recognize that any in- 
crease of knowledge does not at all necessarily work to 
the advantages of the human race and to be willing, 
though reluctantly, to accept some responsibility for 
what is done with the knowledge that they uncover.” 


There are certain major themes which can be 
traced through these 2,000 years of medicine. 
Perhaps the most important of these is that there 
are basic truths which have been unchanged 
through the centuries and, although often 
temporarily lost sight of, will remain the funda- 
mental foundation upon which medicine will ad- 
vance. It will be not only the application of these 
truths, but the continued co-ordination and 
integration of medical practice and education 
and research which have been so characteristic 
of the great medical schools of Great Britain and 
North America, that will determine how medi- 
cine advances in the future. We are living in an 
era of medicine today which is one of the most 
productive eras medicine has ever seen, but this 
could only have come about through basic 
contributions of those in the past, who, like Lord 
Lister, have through trials and tribulations, built 
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a structure of medicine which has made possible 
the amazing advances in medicine which have 
taken place in our lifetime. 

I recently had the opportunity of visiting many 
of the medical schools and hospitals and Royal 
Colleges of Great Britain where I tried to re- 
live the history of medicine in Great Britain dur- 
ing the Lister epoch. It was obvious that the zeal 
for upholding the traditions of British medicine 
in teaching, practice and research seemed un- 
diminished. One is constantly reminded of the 
profound influence this has had on Canadian and 
American medicine, and in fact throughout the 
world; and our debt of gratitude to the pro- 
fession, from which we have inherited so much, 
should be enhanced in every way to strengthen 
further the bond between us. The free and 
friendly interchange of ideas between the pro- 
fession of all countries should be encouraged in 
every way and the Canadian Medical Association 
has through Dr. Routley given splendid support 
to this objective as represented in the World 
Medical Association. 

In the early development of their medical 
schools, the medical profession in Canada by 
adopting the basic principles of medical educa- 
tion in Britain has had a large part in bringing 
medical education, practice and research to such 
a high level in North America, and the achieve- 
ments of Canadian -Medicine during the past 
century will be forever to the glory of Canada. 

To those who are entering their careers in 
medicine, these achievements represent certain 
eternal fundamentals so brilliantly exemplified 
in the life and work of the immortal Lister. If 
conscientiously followed they will lead the way 
to an even greater medicine in the future. 





STAPHYLOCOCCAL PNEUMONIA 
AND PYODERMA IN INFANCY* 


A. J. De PAPE, M.D., and 
D. S. McEWEN, M.D., Winnipeg 


PNEUMONIA HAS ALWAYS OCCUPIED a prominent 
place in the field of medicine. In the past 
decade, the changing complexion of this disease 
has confronted us with the fact that our old 
opinions are no longer tenable. There seems 
little doubt but that this transition has been the 


*Department of Medicine and of Pediatrics, St. Boniface 
Hospital, Manitoba. 


result, directly or indirectly, of more effective 
chemotherapeutic agents and antibiotics, the 
discovery of which has resulted in an intensive 
attack on pathogenic organisms. 

Of the pyogenic bacteria, the staphylococcus 
appears to have acquitted itself better than 
average in its struggle for survival. Recent litera- 
ture indicates a rapid increase in staphylococcal 
infections in various parts of the world, e.g., 
Guthrie and Montgomery in Glasgow! report 
only three cases of primary staphylococcal pneu- 
monia in a series of 2,300 consecutive autopsies 
performed in the period from 1926 to 1935, 
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while in a similar period from 1936 to 1945 they 
record 55 cases in 2,877 consecutive autopsies. 
Not only is there an increase in the incidence 
of staphylococcal infection but there is also an 
increasing preponderance of penicillin resistant 
strains of that organism. Barber and Dowzenko? 
in England show the following figures: 1946, 
14.1%; 1947, 38%; 1948, 59%. More recently 
workers in the United States report figures of 
56%* and 68%.‘ That micro-organisms would 
develop resistance was perhaps expected, but 


that this change was to be as rapid as the above -' 


figures seem to indicate, is somewhat alarming. 

In Winnipeg, staphylococcal infections reached 
epidemic proportions in the latter part of 1947. 
These attacked mainly maternity wards and 
adjoining nurseries and became severe enough 
in the ensuing months to necessitate the closing, 
for a week or so, of the maternity wards of all 
the larger hospitals in the Greater Winnipeg 
area. The mother’s breast and baby’s skin were 
most commonly affected. In St. Boniface Hos- 
pital the monthly incidence of breast abscesses 
in mothers rose to as high as 10.6%, while that 
of pustules in babies went as high as 12.5% 
(Graph 1). However, it must be pointed out that 
these figures are only an approximation as some 
mothers and babies developed lesions after leav- 
ing the hospital, and were treated at home; 
they therefore are not included. 
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Graph 1 


Yo. of live births in tens per month. 


. . Monthly incidence of breast abscesses in mothers 
in percentage. 


Monthly incidence of pustules in newborns in the 
nursery in percentage. 


@ B.L. etc., time of occurrence of the cases of staphy- 
lococcus pneumonia presented. 


The organism isolated throughout the Winni- 
peg epidemic was a hemolytic, coagulase-posi- 
tive strain of Staph. aureus. Colbeck,> by using 
the method of Fisk for bacteriophage typing ‘was 
able to identify this organism as to its sub-type 
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and for convenience labelled it Staph. aureus 
phage-Type “W” or Staph. aureus “W”. 

Sensitivity studies on this organism have 
shown it to be very resistant to the sulfa drugs 
and approximately one thousand times as re- 
sistant to penicillin as the Oxford standard 
staphylococcus; it is somewhat less resistant to 
streptomycin and latterly, in 1949, was found to 
be a little more sensitive to chloromycetin but 
quite sensitive to aureomycin (as sensitive to 
aureomycin as the Oxford standard staphylo- 
coccus is to penicillin). And it was not until 
aureomycin became available that the epidemic 
was brought under control after it had harassed 
some of our Winnipeg hospitals for as long as 
18 months. 

The typical lesion in the baby’s skin in the 
early stages of the epidemic in 1947 was pem- 
phigoid in nature, a small, pale vesicle 3 to 5 
mm. in diameter, easily broken, usually contain- 
ing clear fluid, and with a narrow rim of ery- 
thema; it was quite sensitive to routine local 
antiseptics, e.g., penicillin cream, ung. hydrarg. 
amm., etc. By 1948 it had become a small 
pustule with a wide rim of erythema. By 1949 
it was resistant to all antibacterial agents until 
aureomycin became available. 

Staph. aureus “W” did not confine its activity 
exclusively to the mother’s breast and the baby’s 
skin. An occasional otitis media, conjunctivitis, 
omphalitis, osteomyelitis and a case of pyo- 
metritis occurred. Also many a member of the 
hospital personnel today bears the scars of in- 
cised subcutaneous abscesses. 

Until the fall of 1948 this epidemic was con- 
sidered as hardly more than a nuisance, a finan- 
cial loss because of staff off-duty and mothers 
shunning the hospitals to have their babies at 
home. As Guyot® in October, 1948 said: “For- 
tunately the health of the baby is not affected 
seriously by these pustules”. However, from 
October, 1948 to June, 1949 there occurred at 
St. Boniface Hospital six cases of Staph. aureus 
“W” pneumonia, all in infants who had had 
pustules, three of whom died. There were more 
infant deaths due to the same cause, of that we 
are reasonably sure from the history of previous 
pustules and subsequent illness and mode of 
death, but neither cultures nor post-mortems 
were performed so they are not included here. 
The six cases in whom Staph. aureus “W” was 
recovered in pure culture from either skin or 
lung lesion or from both, are discussed here. 
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There is a common aria running through the 
protocols of all these cases: birth in a hospital, 
pyodermia, upper respiratory infection, fre- 
quently associated with gastro-intestinal upset, 
pneumonia and then one of two possibilities: 
either death within a few hours, or the forma- 
tion of multiple lung abscesses. 


Case l 


B.L., female. Born in St. Boniface Hospital September 
14, 1948. Birth weight 5 lb. 14 oz. 

On the 12th day of life she developed pustules which 
cleared with gentian violet locally. On the 58th day 
she developed coryza and cough and two days later, 
some abdominal distension, vomiting and _broncho- 
pneumonia of the left lung. Temperature 103°, white 
blood count 3,800 with 52% polymorphonuclears. 
Mantoux and gastric washings negative re T.B. On the 
6lst day she developed a spontaneous pneumothorax on 
the left side. A closed drainage was established on the 
64th day and Staph. aureus “W” pus obtained in small 
quantities. White blood cells 14,000 with 68% poly- 
morphonuclears. 

In the next five weeks she received 17 million units 
of penicillin and 3 gm. of streptomycin. A broncho- 
pleural fistula was demonstrated by injecting 0.5 cm. 
0.4% indigo carmine into the left pleural space and 
watching the baby cough it up. There was deteriora- 
tion and the weight dropped from 9 Ib. 3 oz. to 8 lb. 3 oz. 

This was the first case in this series and it was thought 
that the condition was probably congenital cystic disease. 
After five weeks’ drainage, an attempt was made to close 
the fistula surgically but the baby died at operation. 

Post-mortem revealed an obliterated left pleural space, 
many large and small abscess cavities throughout the 
left lung, some thick-walled and deeply embedded, others 
like emphysematous bullz on the surface of the lung. The 
lining of these cavities was roughened and consisted of 
fibrous tissue and many inflammatory cells; nowhere 
was there a true epithelial lining and nowhere could be 
seen the pseudostratified ciliated columnar or cuboidal 
respiratory type of epithelium such as described? in 
congenital lung cysts. 

There was evidence of pericarditis and the right 
auricle and ventricle were markedly dilated. 


CasE 2 


B.M., male. Age 16 days. Weight 7 lb. 7 oz. Admitted 
to St. Boniface Hospital November 9, 1948 with a history 
of having been born in a Winnipeg hospital and having 
developed pustules on the 2nd day of life and diar- 
rhoea 24 hours before admission. 

Eight days later he was allowed home on the insistence 
of the family, much improved but still with pustules. 
Two days later he was readmitted moribund. Tempera- 
ture, 102°; pulse 172; respirations, 48; white blood cells, 
11,000 with 82% polymorphonuclears. There was a 
peculiar faintly grey cyanosis of the skin and a slight 
dusky flush to the cheeks. The lungs appeared clear 
clinically but x-ray shortly after revealed a veil-like 
cloudiness of the left base. Penicillin was started but 
the baby died within 24 hours. 

Post-mortem revealed multiple . small haemorrhagic 
areas scattered throughout both lungs but particularly 
in the left base. Cultures grew Staph. aureus “W”. The 
left pleural space contained 50 c.c. of bloody purulent 
material and pleurisy was present. 


Case 3 


B.G., male. Age 2 months. Admitted St. Boniface 
Hospital January 15, 1949 because of an abdominal mass. 
Weight 11 lb.; white blood cells 10,700; polymorphonu- 
clears 48%. On the third hospital day a large mesenteric 
cyst and nine inches of bowel were removed unévent- 
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fully. On the ninth day he developed pustules and a 
gluteal abscess at the site of a penicillin injection. In the 
week following he developed coryza, cough, fever of 
105.4° and on the 18th day, bronchopneumonia of the 
right lung. Three days later a spontaneous pneumothorax 
developed requiring emergency aspiration of air; repeat 
aspiration the next day revealed a cavity containing air 
in one area and pus under pressure in another growing 
Staph. aureus “W” on culture. A broncho-pleural fistula 
became apparent and closed drainage was instituted for 
10 days; by this time, despite persistent cavitation on 
x-ray, some improvement was noted. Mantoux 1:1,000 
negative; gastric washings negative for T.B. 

On the 50th day he was taken home against advice 
but was readmitted within 2 days, looking ill and with 
a fever of 102.6° and a white blood count of 30,000; 
pee ennets 54%. Within a week he was mori- 

und, weighed only 8 lb., and had developed a severe 
diarrhoea; x-ray showed an enlarging abscess in the 
right lung. By now he had received 9 million units of 
penicillin and a week’s course of sulfadiazine. At this 
time the figst supply of aureomycin reached St. Boniface 
Hospital and on the 60th day the baby was put on 30 
mgm./kilo/24 hours by mouth while 200 mgm. in 4 c.c. 
sterile water were injected directly into the abscess 
cavity in the lung. In the next three days the tempera- 
ture dropped from 103.4 to 95.4° then back to normal 
by the 64th day. There was no more diarrhoea, the 
pustules had disappeared, his appetite improved tre- 
mendously and from the 68th to the 92nd day he 
gained 5 lb. By now x-rays of the chest were clear and 
he was discharged. Repeat x-rays one month and one 
year later were negative. 


CAsE 4 


B.W., male. Age 14 weeks. Weight 12 Ib. 12 oz. Ad- 
mitted to St. Boniface Hospital, January 24, 1949, be- 
cause of pustules. and broncho-pneumonia. This baby, 
born in a Winnipeg hospital, had had pustules since 
the age of 2 days. The mother developed a staphylo- 
coccal pyometritis post-partum and the father developed 
his first crop of “boils” in the same period. The baby 
himself was the worst case of pyoderma seen in this 
hospital, with large subcutaneous abscesses in the scalp 
1 to 2 cm. in diameter, giving his head the appearance 
of a cauliflower; culture grew Staph. aureus “W”. W.R. 
negative, Mantoux 1:1,000 and gastric washings for T.B. 
——- White blood cells 15,000, polymorphonuclears 

O. 

The pneumonia resolved in one week with penicillin, 
sulfa drugs and streptomycin combined therapy; the 
pyoderma remained unchanged. On the 9th day repeat 
x-ray revealed a cayity in the R.U.L. which gradually 
enlarged over the next 6 weeks; tensions within this 
cavity were found to be neither positive nor negative. 
All this while, apart from the pyoderma which _ per- 
sisted despite sundry topical applications e.g., dettol, 
furacin, zephiran chloride, etc., the baby did not appear 
ill, was feeding well enough, but not gaining weight. 
Temperature was normal. He received a total of 5 
million units of penicillin. 

On the 51st day the white blood cells was 22,000 with 
polymorphonuclears 20% and he was started on aureo- 
mycin 50 mgm./kilo/24 hours by mouth. Within 3 days 
the skin was clear and he began to gain weight. The 
cavity in the R.U.L. rapidly disappeared. The baby has 
been well since. The skin response in this case was 
amazing. 


CasE 5 


B.C., male. Age 7 months. Weight 14 lb. 14 oz. Ad- 
mitted to St. Boniface Hospital, January 21, 1949, be- 
cause of diarrhoea, pyoderma and measles (subsiding). 
Temperature, 102 to 105°. Chest x-ray negative. Peni- 
cillin started with no change in temperature, nor pustules, 
for the first ten days, when he developed coryza and 
cough followed by broncho-pneumonia and x-ray evi- 
dence of a cavity in the right base by the 18th day. 
White blood cells 8,700; polymorphonuclears 49%. 
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Mantoux and gastric washings negative for T.B. Weight 
12 lb. 10 oz. Started on streptomycin intramuscularly. 

On the 30th day he developed a Staph. aureus “W” 
gluteal abscess which was drained with subsequent fall 
in temperature. By the 33rd day the temperature was 
normal and he began to improve and gain weight. Peni- 
cillin discontinued. Total dose: 7 million units. Strepto- 
mycin also discontinued. Total dose 2.5 gm. 

He was now given a course of ultra-violet therapy 
(up to 8 min.) and in the ensuing 2 weeks the pyo- 
derma disappeared. (We are not convinced this was 
due to ultra-violet therapy as no effect was noted in 
several other cases.) The cavity waxed and waned for 
6 weeks then finally disappeared by the 60th day with- 
out any further therapy. The infant remained a. 

This was the only case in this series who recovered 
without aureomycin therapy; he was also the oldest 
and probably had more resistance. 


Fig. 1 


Fig. 2 
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he died June 22, 36 hours after admission. At no time 
during his illness was the temperature above 100.5°. 

Post-mortem showed bilateral sero-fibrinous pleurisy 
and multiple abscesses throughout both lungs with al- 
most complete consolidation of both lower lobes. No 
communication existed between the left pleural space 
and the mass in the left axilla. There was a purulent peri- 
carditis with 35 c.c. of purulent material in the sac. Liver 
showed multiple small pyzmia abscesses throughout 
parenchyma. Cultures from the lung and _ pericardial 
fluid grew Staph. aureus “W”. 


GENERAL CONSIDERATIONS 


Staphylococcal pneumonia is not a common 
disease. It tends to occur in epidemic form and 
“appears to be a sequence of mass movements of 


Fig. 3 


Fig. 1. (Case B.G.).—Staphylococcal pneumonia. Showing abscess in right upper lung field. 
Inferior to this there is a large area of decreased density, due, either to pneumothorax or to 
air encysted between the leaves of the visceral pleura (in this case more likely the latter as 
there was no shift of the mediastinum on fluoroscopy). Fig. 2. (Case B.G.).—Showing marked 
enlargement of abscess 10 days later. This cleared up dramatically with aureomycin therapy 
administered by mouth, and after one injection of aureomycin into the abscess cavity. X-rays 
1, 6 and 12 months’ later were clear. Fig. 3. (Case B.G.).—Showing bizarre shadows obtained in 


lung fields in staphylococcal pneumonia. 


B.D., male. Age 4 weeks. Weight 8 lb. 9 oz. Admitted 
to St. Boniface Hospital June 20, 1949, because of a 
mass posterior to left axilla. Born in a Winnipeg hos- 
pital, he had developed pustules on the 13th day of 
life, after discharge. Two days before admission he 
developed irritability, coryza, cough and a slight fever. 
The next day the mother noticed the mass; medical ad- 
vice was sought and he was admitted for investigation. 

On admission a few small pustules were noted, scat- 
tered over the trunk, neck and scalp; temperature was 
100.5°; there was a fairly tense mass about 5 x 5 cm. 
just lateral to the left scapula. He did not appear ill. 
The first night some pallor was noted but the infant 
slept fairly well. The next morning the pallor changed 
to a faint grey cyanosis and became more marked, 
particularly about the lips and ears, as the day wore on. 
Respirations became rapid at 40/minute and “grunty”. 
Physical examination revealed nothing new except as 
above and a tachycardia of 160. White blood cells 
32,000 with 84% polymorphonuclears. He was put on 
crystalline penicillin 50,000 units q.3h. intramuscularly 
and aureomycin 50 mgm./kilo/24 hours by mouth. 

He vomited feedings throughout the morning and de- 
veloped some meteorism. At 2.30 p.m. the first signs of 
pneumonia were noted and subsequent x-rays revealed 
hazy infiltrative changes extending out from both hila. 
Condition became critical. A needle was inserted into 
the mass at the left axilla and 18 c.c. of thick, greenjsh- 
yellow pus aspirated, showing Staph. aureus “W” on 
culture. There was only momentary improvement and 


the population such as occurs in war. There was 
an epidemic following World War I and an- 
other following World War II. It is predomi- 
nantly a disease of infancy and early childhood. 
McCletchie* recently concluded it is the only 
“bacterial pneumonia commonly causing death 
in the young in Southern Saskatchewan”. Of 47 
deaths due to pneumonia, he found that in 27 
the staphylococcus was the causative organism, 
while in 2 others, pneumonia was due to a mix- 
ture of staphylococci and other organisms. The 
majority of these were in infants under one 
year. Gasper’ in 1949 found 38 out of 144 pneu- 
monia deaths to be due to the staphylococcus, 
and of these 38, 20 or about half were in infants 
under one year. 


PATHOGENESIS 


Where do newborns and infants pick up 
staphylococcal infections and what is the 
sequence of events leading on to staphylococcus 
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pneumonia? Torrey and Reese’ in 1945 study- 
ing newborn infections in the nursery found the 
carrier rates of hemolytic Staph. aureus to be as 
follows: Ist day 6.6%; 2nd day 50%; 3rd day 
62%; and from 4th to 8th day 88%. It is clear 
therefore, that babies are born with a relatively 
low rate of staphylococcal infection, that this 
increases very rapidly with each day, and that 
this increase probably is due to contamination 
from the environment. The babies in Torrey and 
Reese’s series were breast fed, saw their mothers 
only at feeding time and otherwise were 
handled only by the attending staff. No visitors 
were allowed in the nursery. 

The main sourse of the infection is the hos- 
pital staff. Gillespie et al.‘t in 1939 and others 
since have shown that the carrier rate of 
coagulase-positive staphylococci amongst hos- 
pital staff may go as high as 40%. Our own 
figures in this regard are as follows: 47.9% 
(Table I) of the attending staff in the nursery 
and maternity ward harboured Staph. aureus 
in their nasopharynx of which one-third were 
Staph. aureus “W”. (Staff includes helpers, 
nurses, interns, doctors ). 


TaBLeE I. 
INCIDENCE OF STAPH. AUREUS IN NURSERY AND 
MATERNITY STAFF OF St. Bontrace Hospitan 
NOVEMBER AND DECEMBER 1948. 





Total staff examined by nasopharyngeal 

Te ey eee Tne Ee 69 
Number Staph. aureus phage-type ‘““W’’. 11 or 15.9% 
Number Staph. aureus not phage-type 


a baw syd aa ake ena eae 22 or 31.8% 
Total Staph. aureus all types.......... 33 or 47.9% 


ee Rs i 6849 Fac shweoeraees 36 or 52.1% 


Of the routine hospital staff, nurses show the 
highest carrier rate. Denton et al.!* in Montreal, 
during an epidemic of staphylococcal infections 
in 1947-48 found 60 out of 94 or 63.8% of nurses 
to be positive. Student nurses newly arrived 
have a lower carrier rate, but this increases as 
their training proceeds. Colbeck suggests that 
some of them may become infected from pol- 
luted hospital air; he cultured many colonies of 
Staph. aureus and one of Staph. aureus “W” 
from samples of hospital air. 

On the other hand, during epidemics mothers 
in an infected area are bound to constitute a 
fairly common source of infection themselves. 
However, Colbeck has shown that this is not so 
grave, having only 2.7% of mothers positive on 
discharge from hospital at a time when 26% 
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of babies were positive. If we compare swabs 
taken from the mother and her baby we find 
that in only about 33% of cases do we get 
similar results. At St. Boniface Hospital in a 
two-year period approximately, comparison 
swabs were taken from the nose and throat of 
64 mothers and their babies; there were three 
times as many positive cultures for Staph. aureus 
in babies as in their mothers (Table II). 


TaB_e IT. 
COMPARISON OF SWABS FROM THE NOSE AND THROAT OF 
MOTHERS, WITH THOSE FROM THE NOSE AND THROAT OF 
THEIR BABIES, DECEMBER 1948 To JANUARY 1950 








Total numbers of mothers and babies........... . 64 
No. of babies with negative swabs............. 20 
No. of babies with *Staph. aureus ““W”’...... .. 20 
No. of babies with Staph. aureus not phage-type 

UE 5 aia bn KR aah Os ae eee BORON 

Total No. of babies with Staph. aureus all types... 44 
No. of mothers with negative swabs........... 48 
No. of mothers with Staph. aureus “W”’...... .. 2 
No. of mothers with Staph. aureus not phage- 

oink oa ran cee eee 13 


Total No. of mothers with Staph. aureus all types. 15 
No. of babies and mothers with similar results 


Ia 5.5 6h in oat A ESR eee 23" 
No. of babies with negative swabs whose mothers 

Be I I a6 5 6 os evn tedescckeas 4 
No. of mothers with negative swabs whose babies 

ee re 31 


yee 





*Staph. aureus refers to a coagulase-positive aureus 
strain of staphylococci. 


**Of these 22, 17 were negative, 1 was Staph. aureus ““W”’ 
and 4 were Staph. aureus not phage-type “W”’. 


Now where do newborns and infants harbour 
the staphylococcus? Martyn" in 1949 examined 
the nasopharynx and fzeces of 130 normal, breast- 
fed infants in a nursery during the first seven 
days of life. He found that 62% of them carried 
coagulase positive staphylococci in their naso- 
pharynx, while 50% of them showed this organ- 
ism in their faeces. It might be assumed that the 
bowel is infected from the throat, and probably 
does not harbour this infection. 

Then there is the skin. We do not know how 
many of our babies had skin infections. Only 
those with pustules while still in hospital were 
swabbed. Then again many developed pustules 
after discharge. Nor do we know which is in- 
fected first, the skin or the throat. Those who 
developed pustules had positive nose and throat 
cultures, and how could it be otherwise in a 
baby, whose hand is in his mouth half of the 
time and touching his skin the other half? Col- 
beck, however, believed the nasopharynx became 
infected first. 
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Yet not all infants who harbour what our 
clinical methods labelled as pathogenic staphy- 
lococci develop symptoms. From June, 1948 to 
May, 1949 inclusively, 102 out of 2,133 or 4.7% 
of newborns in St. Boniface Hospital developed 
pustules while in hospital. Of these only 6 or 
6% developed staphylococcal pneumonia and 
those that developed pneumonia had pustules in 
some instances for as long as three months be- 
fore developing lung disease. In this respect the 
work of McCordock and Muckenfuss'! in 1933 
is of more than passing interest. 

Working with rabbits, they attempted to 
duplicate the pathological findings as seen dur- 
ing the influenza epidemic in 1918 in humans. 
By injecting organisms into the trachea of these 
rabbits and doing subsequent post-mortems on 
over one hundred of them they were able to 
demonstrate the following: 

1. That virus vaccine injected alone, in small 
doses reproduced the picture of bronchiolitis 
with marked exudation and congestion of mono- 
nuclears; on the other hand, if they used larger 
doses hemorrhagic areas like infarcts or areas 
of necrosis with many lymphocytes (but no 
bacteria) were produced throughout the lungs. 

2. That if they injected certain bacteria, e.g., 
a pathogenic streptococcus or staphylococcus 
alone, and in small doses, they reproduced a 
relatively benign lobular pneumonia; with larger 
doses, however, septicemia and death ensued. 
But, neither virus alone, nor bacteria alone, 
caused abscess formation. 

3. That, on the other hand, if they injected 
virus vaccine and staphylococcus at the same 
time, they invariably reproduced multiple lung 
abscesses such as seen in staphylococcal pneu- 
monia. Is there then a sinister entente between 
certain viruses and some strains of staphylo- 
coccus? And are they symbiotic under certain 
conditions? 

Guthrie and Montgomery state that epidemic 
staphylococcal pneumonia is often associated 
with an outbreak of virus influenza, and Chick- 
oring and Park’ reviewing an epidemic of in- 
fluenza at Camp Jackson in 1918 which affected 
8,100 persons, mainly soldiers, were able to 
show by post-mortem cultures that of 312 deaths 
approximately one-half were due to Staph. 
aureus. According to their observations the 
Staph. aureus found in the lungs in these cases 
was identical with that frequently found in the 
nasopharynx of healthy persons. They believed 
that the initial influenzal attack so weakened 
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the individual's defence mechanism that sec- 
ondary invaders were enabled to produce a fatal 
pneumonia. It is interesting that many of these 
men had furunculosis. Reimann’® in 1933 re- 
viewing six sporadic cases of staphylococcal 
pneumonia reiterated this concept that the dis- 
ease occurred in an individual weakened by 
some antecedent infection. Guthrie and Mont- 
gomery agree with McCordock and Muckenfuss; 
they point out that the hemorrhagic pneumonia 
and alveolar cedema seen in very early cases of 


‘’ staphylococcal pneumonia are the same as seen 


in the early pulmonary lesion of human virus 
influenza. 

More recently Selye'’? has brought forward his 
theory of the general adaptation-syndrome and 
stipulates that as the organism acquires a higher 
degree of adaptation to some injurious agent it 
tends to become less resistant and less able to 
adapt itself to other noxious stimuli. We know 
that viruses generally tend to a depression of 
leucocytes. Whether this represents a temporary 
depression of all the normal defence mechanisms 
in the body against infection we do not know. 
On the other hand McCordock and Muckenfuss 
make special notice of the necrotic areas in the 
lungs caused by virus infections. In the lung 
parenchyma of the rabbits they studied, they 
saw circumscribed areas of necrosis in the centre 
of which could be found a nidus of bacteria. 
The necrotic area becomes an ideal culture 
medium for bacteria. 

In studying these cases, we attempted to in- 
criminate some virus. A review of the common 
virus infections in Manitoba for the last ten 
years reveals nothing unusual except that in 1948 
there were 3,068 cases of chickenpox as com- 
pared to a previous high of 2,553 and a ten 
year average of 2,036. However, we do know 
that influenza, a very poorly reported disease, 
was unusually rampant in Winnipeg in the 
latter half of 1948 and the first half of 1949. So 
much so in fact that authorities at St. Boniface 
Hospital offered free cold vaccine to all nurs- 
ing and intern staff in an attempt to reduce days 
lost off duty. This period coincides with the 
period when the six cases of staphylococcal 
pneumonia presented in this series occurred. 
Then, too, it will be remembered that each of 
these six cases began by an upper respiratory 
infection resembling influenza. 

And so finally, it would appear that there is 
a combination of factors leading on to staphy- 
lococcal pneumonia. First the presence of a 
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pathogenic staphylococcus, secondly a virus in- 
fection such as influenza. The frequency of this 
disease will depend directly on these factors; if 
there is massive infection of the population of 
both these organisms, then an epidemic of 
staphylococcus pneumonia could be expected. 


CLINICAL MANIFESTATIONS IN INFANTS 


The initial signs and symptoms are those of 
any acute upper respiratory infection with in- 
creased irritability, some anorexia, coryza, 
sneezing and cough, some inflammation of the 
nasopharynx. The temperature runs from 99 to 
103°. Soon after this there frequently are ab- 
dominal manifestations in the form of vomiting, 
diarrhoea, colicky pain, and distension. 

All this may last from 12 to 24 hours before 
there is any indication that a major catastrophe 
is impending in the lungs. And indeed the first 
tip-off usually comes from the cardio-vascular 
system. Coming on as insidiously as, and no less 
rapidly than an autumn twilight a slaty-grey 
pallor spreads over a skin that previously was 
pink or slightly flushed. A tachycardia of 150 to 
200 is recorded and a concomitant increase in 
the respiratory rate to 30-80 occurs. Breathing 
becomes “grunty” in character, temperature 
tends to rise rapidly though not necessarily and 
cyanosis becomes more marked, with mottling 
of the skin and persistent pallor after pressure 
indicating myocardial failure. 

Now for the first time physical signs may be 
obtained in the form of reduced respiratory 
excursion, some increased dullness on percussion, 
bronchial breath sounds and crepitations; or a 
shift of the trachea and apex beat indicating 
spontaneous pneumothorax may be the first 
definite sign obtained. 

Pallid cyanosis, tachypnoea and tachycardia 
rapidly increase; marked meteorism may de- 
velop; the temperature may be as high as 107° 
or never rise above 100°. Death soon ensues, 
the whole course of events being frequently 
under 36 to 48 hours. 

This is the fulminating type case. Less ful- 
minating cases follow the course of most 
broncho-pneumonias except that pyopneumo- 
thorax is a frequent complication. 


DIAGNOSIS 


The diagnosis is based on: 


1. Naso-pharyngeal culture. 
2. Blood culture. Eight out of ten in Trask’s series!® 
were positive. 
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8. History of previous Staph. pyogenes infection, or 
contact, is supportive evidence. One should look for the 
presence of Staph. pyoderma. 

4. X-ray evidence. This is non-specific in the early 
stages but highly suggestive if cavitation or a pyo- 
pneumothorax develops. Where cavitation occurs one 
sees annular or ovoid areas of diminished density sur- 
rounded by a variable zone of increased density. Cavities 
vary in size, from a few millimetres to several centi- 
metres; the smaller ones, often situated deep in the lung, 
may show a wider ring of infiltration; while larger ones, 
often superficial, subpleural or intrapleural, tend to show 
less infiltration, They are single or multiple, occur any- 
where in the lung and may or may not show a fluid level. 
Occasionally a ) en sub- or intra-pleural cavity may 
take on bizarre shapes. At the stage of cavitation staphy- 
lococcal pneumonia must be differentiated from abscess 
formation due to other organisms, from tuberculosis, 
congenital cysts, a localized pneumothorax, a dia- 
phragmatic hernia. 

5. Culture of empyema fluid. 


In an infant, therefore, with an acute respira- 
tory infection and the above findings, the diag- 
nosis of staphylococcal pneumonia becomes 
probable. The prevalence of an influenza epi- 
demic would also appear to lend some signifi- 
cance. One cannot depend too much on the 
leucocyte count for it may be low, normal, or 
high. In Chickering and Park’s series it was 
normal in the majority of cases, and low more 
often than high. Generally it tends to be low 
early in the disease with a relative neutropenia, 
then rises with a polymorphonuclear preponder- 
ance. But it may be very high right from the 
start. 

In fulminating cases the diagnosis can be 
extremely difficult; in this type of case, blood 
cultures, etc., too frequently form a part of 
post-mortem data. One case in this series died 
within 36 hours of admission and within 12 hours 
of any suspected pulmonary involvement. Mc- 
Cletchie’s® cases are even more dramatic, where 
2 newborns were found dead in their cribs hav- 
ing been checked as healthy four and seven 
hours previously. 


PATHOLOGY 


Staphylococcal pneumonia is essentially a dis- 
ease of abscess formation and cavitation. Un- 
doubtedly more cases would go on to cavity 
formation (or pyopneumothorax) if they lived 
long enough; many infants follow a fulminating 
course and die of toxeemia first. 

These rapidly fatal cases often show gross 
hemorrhagic consolidation of whole lobules or 
even lobes. Microsections show marked exuda- 
tion of fibrinous fluid, with some cells mainly 
of the round-cell series; there may be marked 
extravasation of erythrocytes. Here and there 
amorphous necrotic areas, some with a nidus of 
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staphylococci, and showing a semblance of 
abscess structure can be seen. The parenchyma 
is mainly involved but infiltration of bronchiolar 
walls with exudate and mononuclears is not in- 
frequent. 

The less fulminating cases show a more typi- 
cal abscess structure with a central core of 
necrosis and a predominance of cellular reaction 
and fibroblastic proliferation surrounding. Ab- 
scesses occur anywhere in the lung; hilar ones 
tend to rupture into a bronchus; peripheral ones 


into the pleural cavity, hence the frequency of ° 


pyopneumothorax. Polymorphonuclears are more 
prominent. 

How are the cavities formed? Many theories 
have been recorded but the most attractive one 
is that suggested by Duken and later Paliard;' 
cavities are result of localized pulmonary necro- 
sis with subsequent liquefaction by enzymes 
from degenerating leucocytes; the abscess 
eventually ruptures into a bronchus or bron- 
chiole and the liquefied material is evacuated 
but, due to a ball-valve type of obstruction 
caused by necrotic debris, air is trapped inside 
the cavity. Many terms have been used to de- 
scribe these cavities: pseudocysts, pneumato- 
celes, etc., and in 1939 Benjamin and Childs?° 
coined the term “bullous emphysema”. However, 
none of these describe fully the pathological 
mechanisms involved. 

Of the 6 cases in this series, 4 went on to 
cavitation, 2 developed a pyopneumothorax, 2 
showed a purulent pericarditis at post-mortem 
and 1, pyzmic abscesses in the liver. 


PROGNOSIS 


Prognosis, before antibiotics, was poor. In the 
Fort Jackson epidemic of 1918" there were 
8,100 persons, mainly soldiers, who developed 
influenza; 1,409 of these developed pneumonia 
and 385 (27.3%) died. We do not know how 
many of the 1,409 cases of pneumonia were due 
to the staphylococcus but we do know that 153 
or 49% of the 385 who died showed Staph. 
aureus on post-mortem lung culture. 

In children, the prognosis is even poorer and 
Trask’s series of 12 cases shows 100% mortality. 
Since the use of antibiotics, the prognosis has 
improved somewhat. Three out of six or 50% 
of the cases presented in this series died. 

The younger the infant, the poorer the prog- 
nosis: 2 of the cases in this series were under 
1 month of age, 1 under 4 months. 


STAPHYLOCOCCAL PNEUMONIA 
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TREATMENT 


Treatment consists in the adequate admin- 
istration of whatever antibacterial agent the 
particular strain of staphylococcus is sensitive 
to at the moment. Each year appears to present 
a different resistant strain, e.g., Mitchell-Nelson’s 
latest edition advises the use of sulfonamides 
and penicillin in staphylococcal pneumonia; Mc- 
Cletchie and others in 1949 advised the use of 
streptomycin; Staph. aureus “W” in March, 1949 


, was resistant to all three but quite sensitive to 


aureomycin; in March, 1950 a small flare-up of 
pustules in the nursery at St. Boniface Hospital 
was due to a different phage-type of staphylo- 
coccus much less sensitive to aureomycin but 
quite sensitive to chloromycetin. Now (1951) 
there are strains sensitive only to terramycin. 

In the fulminating case an intravenous form 
of antibiotic becomes imperative. Also, there is 
no recourse, while awaiting sensitivity studies, 
but to “shotgun” therapy in massive doses. In 
one case aureomycin was injected directly into 
a lung abscess, with excellent results. 

But even with suitable antibiotic therapy, in 
adequate dosage, too many of these fulminating 
cases die. They probably do so not because of 
the bacteria (because cultures have become 
sterile) but because of their toxins. This brings 
up the controversial question of staphylococcal 
antitoxin. Space does not permit of discussion, 
but certainly one has the impression, watching 
the course of these cases, that this form of 
therapy would have its merit. 

Oxygen therapy is most beneficial in the acute 
stages. 

Prophylaxis in eradicating a focus of infection 
should be mentioned and it was subsequent to 
the experience detailed here that aureomycin 
first became routine in the nursery for the first 
4 days of life (25 mgm. q.id. by mouth) in an 
attempt to reduce pustular eruptions in new- 
borns at St. Boniface Hospital. Within a short 
time the incidence had dropped to zero for the 
first time in 214 years both of pustules in the 
babies and breast abscesses in the mothers. 


SUMMARY 


An epidemic of staphylococcal infections due 
to a specific phage-type of staphylococcus, sensi- 
tive to aureomycin, and affecting mainly the 
baby’s skin and mother’s breast is discussed. 

Six cases which developed staphylococcal 
pneumonia are presented. 
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The pathogenesis, diagnosis and treatment of 
staphylococcal pneumonia is reviewed. The role 
of influenza virus infections as a co-etiological 
factor is discussed. 

In this age of antibiotics, the staphylococcus 
appears to have acquitted itself better than the 
average bacterium in its struggle for survival. 
There is a constant emergence of resistant 
strains. In the nursery and infant’s ward this is 
unfortunate, for under 2 years of age the staphy- 
lococcus ranks as an important cause of death. 


Our thanks are due to the Committee for investiga- 
tion of Breast Abscesses in Winnipeg, for use of in- 
formation at their disposal; to the Staff and Laboratory 
Technicians at St. Boniface Hospital and the Manitoba 
Provincial Laboratory; finally to L. Figley and the 
Lederle Laboratories for the use of aureomycin in the 
initial work with Staph. aureus “W”. 
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F.R.C.S.[C.],§ Montreal 


KELOID WAS FIRST DESCRIBED by Alibert' in 
1814. This disease has been classified under two 
headings “true” (spontaneous or idiopathic), and 
“false” (spurious or cicatricial). The latter is said 
to arise in scars produced by trauma while 
theoretically the true keloid requires no previous 
trauma. There is no actual anatomico-pathologi- 
cal separation between the two and it is now 
thought that so-called true keloid arises from 
slight injuries such as insect bites, scratching, 
shaving cuts or pressure. 

Keloids appear to be fibrous overgrowths; 
histologically they show a sharply defined con- 
nective tissue new growth limited to the corium. 
In the early stages the lesions are hyperzemic 
and frequently cause the patient discomfort be- 
cause of the tendency to produce itching, burn- 
ing and pain. They grow slowly and may take 
months or years to attain their maximum 
growth. 

The size varies from one-quarter of an inch 
to several inches. They appear as white, red or 
brown hairless growths in the form of plaques 


*Queen Mary Veterans’ Hospital, Montreal, Que. 
+Research Fellow Clinical Investigation Unit. 
tDirector Clinical Investigation Unit. 

{Consultant in Plastic Surgery. a 


or globular nodules on linear ridges. ? The most 
frequent site is the sternum, but they may ap- 
pear anywhere, an instance being recorded by 
Mook’ of a keloid on the tip of the tongue. 

The incidence of keloids is highest between 
the ages of 10 and 20, but they are rare in the 
aged.' The disease is more common in negroes 
and dark skinned races than in whites. Ratios 
varying from 19:1 to 9:1 have been quoted by 
various authors.‘ Occasionally there appears to 
be hereditary tendencies in keloid formation.° 

In spite of the fact that trauma is recognized 
as the immediate cause of keloid formation, the 
actual reason for the overgrowth of fibrous tissue 
is not known. The belief that the lesions were on 
a tuberculous or cancerous basis has been dis- 
proved.' Krzysztatowitz considered it to be due 
to chronic inflammation of the sebaceous glands 
and hair follicles.” 

With a large percentage of the lesions occur- 
ring in the second decade and with regression 
in the climacteric era, a theory of hormonal. 
stimulation has been suggested.‘ Fibroblastic 
diathesis and fibroblastic response to extra- 
vasated serum have also been proposed as a 
cause.® * & 

At the present time radiation alone, or excision 
followed by radiation has been considered the 
most effective form of treatment.’ ? Some authors 
suggest that maintaining pressure over the 
wound surface postoperatively is effective. Skin 
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grafts have also been used when a large lesion 
has been removed.* ® 

With the advent of the therapeutic use of 
cortisone and ACTH, the question has been 
raised as to the possibility of treatment of keloids 
with these drugs. It was thought, from a review 
of the literature, that they might be effective in 
preventing fibroblastic proliferation. 

The effect of cortisone on fibrous tissue has 
been noted by many workers. Topical applica- 
tion of cortical extracts (equivalent to 100 to 200 
mgm. of cortisone) to cutaneous wounds in rats 
produced a “striking interference with the 
formation of granulation tissue”.’° Others have 
noted the effect of hormones on granulation 
tissue formation in hypophysectomized white 
rats. Somatotrophic hormone and desoxycorti- 
costerone appeared to stimulate a fibroblastic 
formation, while cortisone had an _ inhibitory 
effect upon the fibroblasts."! 

When mice were treated with cortisone and 
wounded the day following the start of therapy, 
complete suppression of all elements of wound 
healing was found after four days of treatment,’? 
It has also been noted that in both the rabbit and 
rat cortisone prevented, or delayed, formation of 
granulation and slowed, but did not stop, epi- 
thelialization.** 

Although some workers have stated that, in 
their work, cortisone had no effect on fibrous 
tissue already formed,’ others, in the skin of 
rats, found that in the subcutaneous tissue there 
was loss of substance of collagen fibres and re- 
duction in the number of fibroblasts.’*° Adhesions 
caused by intraperitoneal implantation of talc 
have been prevented by ACTH.’® Cultured heart 
fragments of newborn mice were found to pro- 
vide outgrowths of endothelium and fibroblasts. 
However, the addition of desoxycorticosterone 
to the culture caused permanent damage to 
fibroblasts. Cortisone added to the desoxycorti- 
costerone-containing culture increased this re- 
action.17 Hepatic fibrosis induced by carbon- 
tetrachloride has been inhibited by cortisone."® 
In severe burns, when ACTH therapy was dis- 
continued, areas of fibroblastic proliferation oc- 
curred, but they became flatter and smoother 
when a second course of therapy was given.’® 

With the above evidence in mind it was con- 
sidered logical to try the effect of cortisone on 
keloid formation. The following is a report of a 
23 year old negro male with multiple true 
keloids, treated with cortisone acetate. 
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Fig. 1 Fig. 2 
Fig. 1.—Keloids on chest before treatment. Fig. 2.— 


, Keloids on chest recurring in spite of excision and 
treatment with cortisone. 


CasE REPORT 


The patient first developed a keloid at the age of 17 
from a scar which was caused by shaving. Since that 
time he has developed a great number of them on the 
face, back, chest, arms and legs. In the case of most of 
the lesions he cannot recall any previous trauma. He 
had been admitted to a Montreal Hospital on two 
occasions for excision and radiation of lesions with 
moderate success. 

On January 28, 1951, the patient was admitted to the 
Clinical Investigation Unit of the Queen Mary Veterans’ 
Hospital for a trial of cortisone therapy. Cortisone acetate, 
given intramuscularly, was started on January 29, 200 
mgm. daily for the first two days. The dose thereafter 
varied from 100 to 200 mgm. daily. On the first day 
of therapy a biopsy was taken from a large keloid on 
the left shoulder. Microscopic study of this showed only 
a mass of fibrous tissue covered by somewhat atrophic 
epithelium. 

The day after cortisone therapy was started, the pa- 
tient developed what appeared to be influenza. Several 
other patients in the hospital had this disease and the 
course in this patient did not appear to be significantly 
modified by cortisone therapy. He complained of coryza, 
fever and muscular aches and pains. These symptoms 
gradually subsided over the course of a week. 

On February 6 the dose of cortisone was increased 
to 150 mgm. daily and by February 16 the patient had 
received a total of 2.75 gm. of cortisone. No definite 
change had been noted in his lesions, but the patient’s 
skin appeared to be softer and smoother. It was decided 
to remove two keloids from the sternum while the pa- 
tient was under treatment to see whether a recurrence 
would take place. This was done and microscopic sec- 
tion was noted to be similar to the previous biopsy. 

On February 20 the dose was reduced to 100 mgm. 
daily. The patient had gained 15 pounds in weight, he 
was developing a moon-face similar to that seen in 
Cushing’s syndrome and a fine acneiform eruption had 
appeared over his face, chest, shoulders and back. With 
the reduction in dose his weight fell, but remained at 
least 10 pounds above pre-treatment levels. The acne 
cleared very slowly. 

On March 8, because the patient wished to return 
to University classes, he was discharged and put on 
oral cortisone, 100 mgm. daily in divided doses. The 
operative wounds on the sternum had healed by primary 
intention. He reported thereafter to the Investigation 
Unit three times a week for blood pressure, weight and 
appropriate laboratory studies. 

On March 13, twenty-five days following the opera- 
tion, he reported that the scars were moderately pain- 
ful and itching, and that they were increasing in size. 
They were reddened and elevated, and excoriations were 
noted on the surfaces where the patient had been scratch- 
ing. The dose of cortisone was increased to 200 mgm. 
daily and was kept at this level until April 2. He had 
received a total of 9.2 “a of cortisone. At this time it 
became obvious that the keloids were recurring, the 
scars were larger and more hyperemic. The time of 
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recurrence was the same as that experienced on previous 
occasions prior to the use of cortisone. The lesions were, 
however, more painful. 


It should be noted that no keloid formation 
appeared subsequent to the acne. The patient’s 
dose of cortisone was slowly tapered off and he 
was referred to the plastic surgery service for 
the usual therapy. 


SUMMARY 


A case of true keloid was treated with corti- 
sone acetate, a total of 9.6 gm. was used. 

Cortisone did not have any effect, either on 
the lesions that were already present or in pre- 
venting recurrence of new lesions. 
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ADRENAL CORTICAL 
INSUFFICIENCY: PSYCHOLOGICAL 
AND NEUROLOGICAL 
OBSERVATIONS* 


R. A. CLEGHORN, M.D., D.Sc., 
Montreal 


THE ASSOCIATION of mental deviation with 
certain gross glandular diseases such as hypo- 
thyroidism has long been recognized. A wider 
correlation between a variety of endocrine .dis- 
orders and mental dysfunction has been sug- 
gested by gradually accumulating evidence.’ 
One natural extension of this is a more detailed 
examination of the data on mental aberrations 
related to adrenal cortical deficiency in man. 
Knowledge of this association is not widespread 
and the available evidence has not been as- 
sembled recently. A survey of information con- 
cerning the psychological abnormalities in this 
condition may also be helpful to future work, 
though it is doubtless too early to expect a defini- 
tive assessment of the significance of the associa- 
tion. The coincidence of psychoses and adrenal 
deficient states while rare is being reported with 
increasing frequency. The occurrence of marked 
personality changes is more frequent but harder 
to define, and has received insufficient considera- 
tion. Certain experimental data which indicate 
altered cerebral function in adrenal insufficiency 
will also be reviewed. 


*From the Allan Memorial Institute of Psychiatry and 
the Department of Psychiatry, McGill University. ~ 


MENTAL ASPECTS OF ADDISON’s DISEASE 
1855-1930 


Of the 11 cases described by Addison? in 1855, 
only 6 would now be considered bona fide ex- 
amples of his syndrome. Of these, two (Nos. 1 
and 3) had a history of alcoholic intemperance 
preceding the onset of the disease. One (No. 2) 
gave a history of “nervous depression” 8 yéars 
before, during an attack of rheumatism. He was 


also said to be subject to much stress and anxiety 


in his occupation of tide waiter in the customs. 
This man’s face showed anxiety, and his brow 
was contracted on admission. Weakness of the 
voice was noted in several, and one (No. 1) 
spoke with “an indescribable whi.e”. Three of 
the cases (Nos. 2, 3 and 5) showed signs of 
delirium, one (No. 2), when in a bout of crisis 
with vomiting some time before, the others a 
couple of days before death. The latter two are 
described as “mind wandered”, and the last as 
“wandering a little in her intellects”. Cerebral 
anzemia was suggested as an explanation. 
These manifestations of mental disorder are 
perhaps not very specific, but Greenhow"™’ in 
1875, with personal experience of 35 cases, was 
also impressed by the terminal delirium in some, 
and localized neurological symptoms in others. 
He does say that the mind is clear to the last in 
some patients, but those becoming delirious die 
in coma (hypoglycemia?). Klippel?? in 1899 de- 
scribed a case with attacks of delirium and epi- 
leptic convulsions which he ascribed to cellular 
changes in the brain, particularly of the cere- 
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bellum, that were found post mortem. He also 
spoke of the impossibility of mental effort and 
the presence of psychic depression in Addisonian 
cases. 

Philips®® in 1912, prefacing his description of a 
case with mental symptoms, says, “Internal 
secretion in its relation to nervous and mental 
diseases has not, until quite recently, been con- 
sidered seriously or received, the attention it 
deserves by those who are investigating the 
pathology of mental disorders.” His case showed 
depression, restlessness, tremors of hands, lips 
and tongue, and developed delusions that his 
face was altering and that his penis had dis- 
appeared. He was also suspicious and showed 
hallucinations of smell and taste. Death occurred 
some 6 months later. 

In 1931, Rowntree and Snell?’ devoted 214 
pages of their 300 page monograph on Addison’s 
disease to nervous and mental symptoms. They 
noted that in the 108 cases reviewed mental 
symptoms were “about what would be expected 
in complete exhaustion”. They pointed out that 
the striking asthenia involved the psychic and 
mental attitude as well as the musculature, and 
that the voice was soft. The inability to con- 
centrate or exert mental effort was remarked on. 
Constant drowsiness of some contrasted with 
restlessness and insomnia of others. Irritability, 
insatiable complaining, apprehension, occasion- 
ally to the extent of panic, and disturbed sleep, 
with disagreeable dreams and nightmares, are 
listed as further manifestations. Progression of 
the disease, they added, may be associated with 
disorientation, confusion, hallucinations of sight 
and hearing, and delusions. One of their patients 
had definite delusions of persecution, lifting with 
physical improvement. Finally, they said; 


“The cause of mental symptoms is not known, but in 
all probability it is only part of the general picture, 
occasionally complicated by psychosis from exhaustion. 
Cerebral anzemia probably plays a large part, as it does 
in the attacks of syncope or convulsions which are ob- 
served from time to time.” 


No attempt was made in this otherwise excel- 
lent review to assess the frequency of these 
personality changes. 

Two years later, Hartman, Beck and Thorn’® 
spoke of irritability and depression in three pa- 
tients. One showed during the development of 
the disease a change “from a cheerful, friendly 
and social person to a seclusive asocial one. His 
mental reaction was one of retardation and de- 
pression.” Disorientation appeared in earlier 
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stages of improvement. Treatment with cortin 
was said to improve the mental state. 

Early in the history of cortical extracts, Hart- 
man'* wrote dogmatically, “The vital hormone 
affects the nervous system. Among the earliest 
symptoms to appear ... are the lowered resist- 
ance to mental fatigue and increased irritability. 
Cortin abolishes these symptoms.” He even went 
on to say that nervous fatigue may be transferred 
to euphoria after cortin, an observation emerg- 
ing recently with the introduction of cortisone 


‘but not a usual appraisal of the effect of aqueous 


extracts during that decade. 


METABOLIC CHANGES IN ADRENAL 
INSUFFICIENCY 


The nature of the metabolic disturbances due 
to lack of adrenal cortical hormones were fairly 
well worked out between 1931 and 1940. It was 
found that in the absence of the adrenals or fol- 
lowing withdrawal of cortical hormone treat- 
ment, a renal diuresis of sodium chloride and 
water occurred, and simultaneously a retention 
of potassium and nitrogenous constituents. As 
a consequence, plasma and _ interstitial fluid 
volume decreased, hemoconcentrations occurred 
and plasma sodium chloride decreased while 
potassium increased.** A low fasting blood sugar 
was usually present, the result partly of reduced 
gluconeogenesis from protein and partly from 
increased glucose utilization by tissues. ?* ** Ad- 
ministration of sodium chloride was shown to 
lead to a considerable correction of the electro- 
lyte and water disturbances. While the use of 
desoxycorticosterone acetate was even more 
effective in this respect, it has no influence on 
carbohydrate metabolism, which was affected, 
however, by adrenal cortical extracts, and even 
more by the 1l-oxygenated steroids, such as 
cortisone. The adrenal cortex was also demon- 
strated to be a source of androgenic compounds 
presumably concerned with the synthesis of 
protein.* Their lack added one more metabolic 
fault in the absence of the adrenals. It was 
obvious to those seeing many treated cases of 
Addison’s disease that the therapy was inade- 
quate in certain ways. Resistance to fatigue, 
trauma and infection was not restored to normal 
so that vascular collapse and/or hypoglycaemia 
were apt to occur. Apathy and other personality 
difficulties often persisted. Few patients were 
enabled to return to full activity. 
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MENTAL ASPECTS OF ADDISON’S DISEASE— 
THE Last 15 YEARS 


The intensive work on adrenal cortical func- 
tion and chemistry of the gland did little at first 
to further interest in the psychological aspects 
of the disease. Attention was firmly rivitted on 
the chemical approach which was yielding such 
obvious dividends. So it is not surprising that 
there was a considerable time lag before real 
interest in the psychiatric aspects of Addison's 
disease became apparent. The first few cases 
showing psychotic features about this time were 
obviously considered oddities and the mental 
component not very significant in relationship 
to the disease. 

Porot,*° in 1937, described a 33 year old 
woman who was paranoid, hallucinated and 
suicidal, and improved transiently after the diag- 
nosis led to treatment with sodium chloride. A 
year later Larue*® gave an account of a woman 
of 33, who had spells of mystical delusions, con- 
fusion and delirium ending in a suicidal attempt, 
which led to hospitalization where the diagnosis 


was made, and mental improvement followed: 


sodium chloride therapy. Rushton et al.** gave 
a detailed account in 1940 of a case in which 
there were personality changes of a paranoid 
nature developing seven years before the pa- 
tient’s entrance to a mental hospital where she 
was finally admitted because of spells of violence 
and extension of her paranoid delusions. She had 
typical hypoglycemic reactions with blood 
sugar levels as high as 70 mgm. %. There was 
no noticeable pigmentation. Death followed an 
exploratory laparotomy, and at post mortem 
extreme atrophy of the adrenals and fibrosis of 
the thyroid were found. The authors’. chief 
interest in this case was in the hypoglyczemia, 
and they make no mention of the mental symp- 
toms in the summary, though these are well 
described in the text. Chatagnon et al.®° in 1942 
reported paranoid psychosis in a 47 year old 
woman who was actively hallucinated. Improve- 
ments occurred with desoxycorticosterone ther- 
apy. Unfortunately, most of these reports are 
very brief and much information concerning the 
details of the cases was not recorded. 

Little idea of the incidence of mental symp- 
toms can be gained from the writings of those 
most actively engaged in the investigation of 
Addison’s disease, presumably because of the 
preoccupation with the purely medical and 
chemical approach. Soffer*! and Thorn ef al.*° 
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in their monographs speak briefly of psychic 
symptoms, but have added nothing to the good 
impressionistic description given by Rowntree 
and Snell.?’ 

The frequency of abnormal mental states in 
Addison’s disease was first described in the early 
forties by Engel and Margolin’ ™ in two signifi- 
cant papers. They found a high incidence of 
neuropsychiatric disorders in 16 of 25 Addisonian 
patients admitted during a ten year period to 
the Mount Sinai Hospital. Three of their cases 
showed a psychosis, but only one was described. 
The disturbances encountered appeared most 
prominently before or during crises, which are 
marked by physical symptoms, chemical changes, 
and vascular collapse. In other cases, the per- 
sonality changes seemed to be less closely linked 
to the physical ones, and episodes of neurologi- 
cal disturbances, as reported by Klippel*! were 
seen. Engel and Margolin" were impressed by 
the disturbed carbohydrate metabolism in Ad- 
dison’s disease, and particularly by the develop- 
ment of hypoglycemic symptoms at higher 
sugar levels than in normals, a finding previously 
remarked on by Thorn et al.*? 

During 10 years’ study of Addison’s disease, 
chiefly from the metabolic standpoint, the writer, 
no less than others, failed to assess the person- 
ality changes adequately. In an endeavour to 
correct this shortcoming, 25 cases seen during 
that period® were recently reviewed, and the 
incidence of psychological deviations listed 
(Table I). The results are strikingly like those 
reported by Engel and Margolin," though they 
were arrived at independently. It may be noted 
that these patients were under treatment with 
DCA and salt most of the time and that these 
observations indicate that the described abnor- 
malities persisted despite that therapy. 

The apathy and negativism were most com- 
mon, but are obviously not pathognomonic of 
the disease. Seclusiveness and apparent depres- 


TABLE I. 


PsycHo.LogicaL AsPects oF ADDISON’s DIsEASE* 
25 cases 10F 15M 





No. % 
5 bev ce RDS Sea oR ones 21 84 
SN SS. Oar cc StRA der ahes sated ee 20 84 
I dik 5 sk au ioe Rev a ci eaeee 12 48 
CO er eer eee ee 12 48 
pe ee res re 12 48 
a os, ace 45 0A 4 16 
4.54 aa asd a viv'ainb.4'6 eeanetnrn Bee 2 8 
Paranoid with delusions.................. 1 4 








*Studied on the wards of the Toronto General Hospital. 
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sion, perhaps cousins to apathy, were present in 
half the cases. The voice was weak in almost all 
cases and the “indescribable” whine noted by 
Addison was present in about one-third. A 
change in personality early in the course of the 
disease was conspicuous in two and was de- 
scribed by relatives in a few other cases. Actual 
suspiciousness was rare (4 cases) and a frank 
paranoid attitude was seen once only. Only two 
cases can be considered to have been outgoing 
and well adjusted. Those middle-aged patients 
given testosterone seemed to gain more energy 
and one middle-aged man improved in disposi- 
tion as well. One young man had a severe pre- 
existing diabetes. When seen after the develop- 
ment of Addison’s disease he had a pleasant, 
outgoing, cheerful attitude which was in remark- 
able contrast to most cases.® Later, this observa- 
tion assumed added significance when it was 
learned that Thorn and Clinton** had described 
an improvement in the disposition of a case after 
the development of diabetes. For example, dur- 
ing the four years preceding the onset of the 
diabetes, Thorn’s case had been taciturn, shy 
and introverted. After fasting, he was nega- 
tivistic and almost catatonic. Since the diabetes 
developed, he exhibited more spontaneous en- 
thusiasm and had considerably overcome his 
previous avoidance of challenging situations. 

In 1947, Gorman and Wortis'® added two more 
cases of paranoid psychosis in Addison’s disease 
to the record. Both showed laboratory findings 
characteristic of the disease. The first, a 28 year 
old female, had been known to suffer crises of 
adrenal insufficiency for 6 years. She became 
irrational only in one of her late crises and be- 
came normal overnight with DCA. With the 
accidental interruption of this therapy, she be- 
came delusional, paranoid, hallucinated, dis- 
oriented and defective as to memory, retention 
-and calculation. She died in a week despite 
therapy. The second was a 61 year old woman 
with a 4 year history of the disease before ad- 
mission. Just 5 days prior to hospitalization she 
stopped DCA injections, and began to act 
queerly. She was evasive, paranoid, hallucinated 
but oriented and showed no memory defect. 
Thorough follow-up was not possible, though it 
was known death occurred ten months later. 
These authors stressed the importance of electro- 
lytes and carbohydrates for brain metabolism, 
and implied that physiological disturbances in 
these may cause the psychotic process. They also 
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point out that “the victims of a chronic debilitat- 
ing disease use various psychological mechan- 
isms in the production of a paranoid reaction’, 
and that many diseases and injuries from frac- 
tures to cardiac decompensation may cause a 
fixed paranoid psychosis. 

A fully documented case from the service of 
Dr. J. S. L. Browne,° had Addison’s disease for 
at least 4144 years when mental symptoms ap- 
peared at the age of 33 in 1949. She had previ- 
ously been a capable if somewhat apprehensive 


‘and worrying kind of woman, and with salt and 


DCA therapy had carried on at a reduced level 
of activity caring for her husband and child. In 
late summer, 1949, about 10 months after a pellet 
implantation, she began to have renewed Addi- 
sonian symptoms, and also became hallucinated 
and paranoid. Fresh pellets were implanted, but 
unlike Gorman and Wortis’® first case, her hal- 
lucinations and paranoid state persisted. Four 
months later, a Rorschach test disclosed a “rigid, 
impoverished, meticulous and_perfectionistic 
individual, who presents evidence of consider- 
able anxiety, sexual conflict and possible para- 
noid trends”. Clinically, she was anxious, de- 
pressed, deluded and paranoid at this time 
despite relatively normal electrolyte values. 
When cortisone was administered, she regained 
physical and mental health. 


MENTAL CHANGES IN HYPOPITUITARISM 


The major metabolic defects in hypopituitar- 
ism result from a deficiency of all anterior lobe 
hormones as well as those of the target glands. 
Hence any metal changes noted may be due to 
the lack of any or all of these hormones singly 
or in any combination. Studies’ *° of the 
severe cases of hypopituitarism (Simmonds’ dis- 
ease) reveal, however, that these patients are 
usually more similar to cases of myxoedema than 
to cases of Addison’s disease, though resembIl- 
ance to both can be noted. 

There is almost always a disintegration of the 
personality to some extent. This is manifested 
by inability to work or concentrate, slowness, 
irritability, depression, negativism and even 
paranoid ideas. The common hypoglycemic epi- 
sodes may explain, to some extent, periods of 
mental confusion, convulsions, and attacks of 
coma. Farquharson’ says that intellectual im- 
pairment is worse in severe cases than in severe 
cases of myxcedema, with the additional element 
of loss of judgment, and more frequently, 
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personality changes. Psychoses may occur in 
hypopituitarism, as they may in Addison’s dis- 
ease, and as reported in myxocedema.* 

The aspect about which there is so little data 
available is the mental state of the patient when 
electrolyte and blood sugar values are con- 
trolled within normal limits. The recently re- 
ported case of Schrock et al.?° had psychotic 
features. Thyroid extract had been of no help, 
indeed it had precipitated an Addisonian crisis. 
Hallucinations were present when the adrenal 
cortical factor was controlled by extract injec- 
tions and the sodium and potassium levels were 
not far off normal. 


ConDITIONS AFFECTING THE ELECTRO- 
ENCEPHALOGRAM IN ADDISON’S DISEASE 


Abnormality in the electroencephalogram pat- 
tern in Addison's disease was first shown to occur 
in five out of eight patients by Engel and Margo- 
lin,’® 1" a finding confirmed by Hoffman e¢ al.?° 
in eighteen out of twenty-five cases. The charac- 
teristic picture consisted of three to six per sec. 
waves of a voltage higher than alpha which often 
appeared in bursts. Hyperventilation and low 
oxygen tension both produced slow high voltage 
waves more easily than in normals. A rough 
correlation with blood sugar levels existed. Glu- 
cose protected somewhat against the slow waves 
of hyperventilation. A case with a high blood 
sugar due to diabetes associated with Addison’s 
disease** still showed an abnormal electroen- 
cephalogram pattern, though there was an im- 
provement in mood as already mentioned. DCA 
treatment did not abolish the abnormalities in 
the majority of instances, though the sensitivity 
to hyperventilation was decreased in some. 
Engel and Margolin™ thought that vitamin B 
therapy improved the electroencephalogram, 
while Hoffman et al.?° and Engel and Romano” 
did not note this. The latter gave 100 ml. ACE 
over five days with fairly effective restoration of 
the electroencephalogram pattern. DCA did not 
do this. More recently, a report by Thorn and 
others** indicates that cortisone restores abnor- 
mal electroencephalogram patterns. F. Engel'® 
reported that Scheinberg found no change in 
cerebral oxygen consumption or glucose utiliza- 
tion as shown by the Kety method in two cases of 
Addison’s disease and one of hypopituitarism. 

Experimental confirmation for the alteration of 
the electroencephalogram pattern has been pro- 
vided by Bergen‘ who found that the frequency 
spectrum of electroencephalogram waves was 
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shifted by adrenalectomy from 50 per sec. to a 
slower rate of 40 or less in rats. DCA did not in- 
crease the rate whereas lipoadrenal extract, which 
contains relatively large amounts of carbohydrate 
active agents, restored it towards normal. A 
similar effect was obtained with A 5-pregneno- 
lone which may possibly be converted to carbo- 
hydrate active cortical hormones in the body.‘ 
Since DCA is ineffectual in correcting electro- 
encephalogram’ changes, it seems unlikely that 
correction of electrolyte changes are of major 
importance. 


BRAIN EXCITABILITY IN RELATION TO 
STEROID HORMONES 


Another technique for investigating changes 
in brain function in relation to the adrenals has 
been elaborated by Woodbury e¢ al.** ** They 
have measured the minimal amount of current 
necessary to induce clonic convulsions in rats, 
which they call the electroshock threshold 
(EST). This threshold is elevated by DCA, and 
augmented by additional treatment with saline. 
This elevation of the EST can be counteracted 
by the animal’s own adrenal cortex or by the 
administration of cortisone. 

These authors concluded that intracellular 
sodium is an important factor in determining 
brain excitability; they suggest further that DCA 
competes with other active corticosteroids for 
the site of hormone action within the cell. 


DISCUSSION 


It is probable that the incidence of psychosis 
in Addison’s disease is much higher than an 
estimate based on the described cases would 
indicate. In these, there is no good evidence that 
the psychoses in the cases cited antedated the 
onset of adrenal insufficiency. Indirect testimony 
from various observers*» ** contained in such 
phrases as “psychoses may appear , suggests that 
many cases showing psychotic features are not 
described in reports that reach the literature. 
It is also likely that others are not recognized. 
The fact that the psychosis, when it appears, is 
usually not too disruptive means that the cases 
can continue to exist in the community without 
being so grossly disturbed as to lead to commit- 
ment. 

The personality deviations which are seen in 
a high percentage of cases of adrenal insuffi- 
ciency are not corrected by DCA and salt treat- 
ment; this treatment also fails to enable these 
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people to withstand much stress or undertake 
a normal load of work. Use of cortisone, how- 
ever, indicates that a restoration of adaptive re- 
sponses to stress, a return of vigour, ** and dis- 
appearance of abnormal mental. characteristics 
may be achieved by this addition to hormonal 
therapy.° Fresh light may also be thrown on 
fluctuations in mood and mentation both within 
the normal and abnormal realms by such treat- 
ment. 

Extension of hormonal studies on cerebral 
function in vivo and in vitro may make it pos- 
sible to define precisely the mechanisms involved 
in producing what has been so loosely termed a 
“debilitating state” and its various manifesta- 
tions. Facile explanations such as_ reduced 
arterial pressure and diminished cerebral blood 
supply simply do not stand up under examina- 
tion. Many Addisonians with adequate blood 
pressure, blood volume and electrolytes show 
mental symptoms. Direct studies of cerebral 
oxygen consumption and glucose utilization by 
the Kety method failed to show any change as 
already cited.’* Results of in vitro studies of the 
brain of adrenalectomized animals are too con- 
flicting to make profitable reporting here. 

For better total evaluation of these cases it is 
suggested that assessment of the points itemized 
in Table I be added to the usual medical history 
and examination. A detailed psychiatric inquiry 
would yield further data of research interest and 
of practical value in handling the case. 


SUMMARY 


Abnormalities of personality develop in people 
with adrenal insufficiency. At present, it cannot 
be said with certainty that these are specifically 
due to the disease. There is no proof that the 
psychoses which occasionally occur are not 
fortuitous. Usually, the mental symptoms are 
worse when electrolyte, water, and carbohydrate 
disturbances are present. Adequate control of 
water and electrolytes by DCA and ingested salt 
and high carbohydrate intake does not eliminate 
many mental symptoms, however, and such re- 
placement is inadequate with respect to response 
to stress and capacity to work. Hypoglyczemic 
symptoms occur at blood sugar ievels tolerated 
well by normals. Abnormal electroencephalogram 
patterns persist. These lines of evidence indicate 
that the mental disturbances occurring in this 
disease may depend on a deviation of metabolic 
functions other than electrolytes and water. 
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There are indications that the use of cortisone in 
this disease effects a more thorough correction 
of metabolic, physiological and psychological 
aberrations. It is imperative that more attention 
be paid to the person with the disease and that 
psychiatric assessment of the case be made 
throughout the illness if more is to be learned 
about hormones and behaviour. 


REFERENCES 
. ADDISON, T.: The new Sydenham Society, London, 211, 
865. 


Syndrome. Harvey Lectures, 


*2. ALBRIGHT, F.: Cushing’s 
1942-43. 


. ASHER, R.: Brit. M. J., 2: 555, 1949. 
4. BERGEN, J. R.: Am. J. Physiol., 164: 16, 1951. 
. BROWNE, J. S. L.: Personal Communication, 1951. 
. CHATAGNON, P., CHATAGNON, C. AND RAIMBOURG, R.: 
Ann. Med. Psychol., 100: 90, 1942. 
. CLEGHORN, R. A.: Mod. Med. of Canada, 4: 23, 1949. 
8. Idem: Unpublished observations, 1933-43. 
. CLEGHORN, R. A. AND KeErR, R. B.: Unpublished ob- 
servations, 1945. 
. ENGEL, G. L. AND MARGOLIN, S.: Arch. Neurol. & 
Psychiat., 45: 890, 1941. 
. Idem: Arch. Int. Med., 70: 236, 1942. 
2. ENGEL, C. L. AND ROMANO, J.: Arch. 
Psychiat., 51: 378, 1944. 
‘.: In Discussion: Cleghorn, R. A. and Gra- 
am, B. F., Recent Progr. wm Hormone Research, 
4: 355, 1949. 
; ESCAMILLA, R. F. AND LisserR, H.: J. Clin. Endocrinol., 
5, 1942 
. FARQUHARSON, R. F.: Simmonds’ Disease: Extreme 
Insufficiency of the Adenohypophysis, C. C. Thomas, 
Springfield, 1950. 
. GORMAN, W. F. AND WorTIS, S. B.: Dis. Nerv. System, 
8: 269, 1947. 
. GREENHOW, E. H.: Lancet, 1: 322, 1875. 
. HARTMAN, F. A.: Endocrinology, 19: 633, 1935. 
. HARTMAN, F. A., BEcK, G. M. AND THORN, Ss. W.: 
J. Nerv. & Ment. Dis., 77: 1, 1933. 
- HOFFMAN, W. C., LEwIs, R. A. AND THORN, G. W.: 
Bull. Johns Hopkins Hosp., 70: 335, 1942. 
. KLIPPEL, M.: Rev. Neurol. (Paris), 7: 895, 1899. 
. LARUE, L.: Laval Med., 3: 88, 1938. 
- Logs, R. F.: Harvey Lecture, Bull. New York Acad. 
Med., 18: 263, 1942. 
. Lone, C. N. H., KATZIN, B. AND Fry, E. C.: Endocrin- 
ology, 26: 309, 1940. 
25. Puiuuips, J. G. P.: Brit. M. J., 2: 1705, 1912. 
26. Porot, A.: Ann. Med. Psychol., 95: 665, 1937. 
. ROWNTREE, L. C. AND SNELL, A. M.: Mayo Clin. mong., 
WwW. B. Saunders, Philadelphia, 1931. 
. RUSHTON, J. G., Cracc, R. W. AND STALKER, Lz K.: 
Arch. int. Med., 66: 531, 1940. 
9. ScHROCK, C. E., SHEETS, R. F. AND BEAN, W. B.: J. 
Clin. Investigation, 36: 174, 1951. 
. SHEEHAN, H. Y. AND SUMMERS, V. K.: Quart. J. Med., 
18: 319, 1949. 
. Sorrer, L. J.: Diseases of the Adrenals, Lea & Febri- 
ger, Philadelphia, 1946. 
. THORN, - W., Korept, G. F., LEwis, R. A. AND OLSEN, 
E. . Clin. Investigation, 19: 813, 1940. 
J. Clin. 


Neurol. € 


. THORN, a ‘W. AND CLINTON, M. JR.: 
Endocrinol., 3: 335, 1943. 

. THORN, G. W., ForsHAM, P. H., BENNETT, L. L., 
RocHeE, M., REIss, i. — SLESSER, A., FInK, EB. B. 
AND SOMERVILLE, W.: Tr. A. Am., 62: 233, 1949. 

. THORN, G. W., ForsHAM, P. H. AND EXMERSON, K. JR.: 
The Diagnosis and Treatment of Adrenal Insuffi- 
ciency, Thomas Springfield, 1949. 

. Woopsury, D. M., CHENG, C. P., SAYERS, G. AND Goop- 
MAN, L. S.: Am. J. Physiol., 160: 217, 1950. 

' Woopsury, D. M., EMMET, J. W., HINCKLEY, eV. 
JACKSON, N. R,, NEWTON, J. B., BATEMAN, a. Ets, 
GooDMAN, L. S. AND SAYERS, G.: Proc. Soe. Exper. 
Biol. & Med., 76: 65, 1951. 


The attempt to turn a complex problem of the head 
into a simple moral question for the heart to answer, is 
of course a necessary part of all political discussions.— 
Frank Moore Colby. 








Canad. M. A. J. 
Nov. 1951, vol. 65 


RUPTURE OF THE CESOPHAGUS* 


G. F. STRONG, M.D., 
ROGER WILSON, M.D., 
and H. E. TAYLOR, M.D., 


Vancouver 


RUPTURE OF THE C&SOPHAGUS has a grave prog- 
nosis with almost always a fatal outcome unless 
early surgical intervention is undertaken. It is 
therefore obvious that the clinical features of 
this condition deserve more attention than pre- 
viously given in order that an early diagnosis 
may lead to prompt treatment. 

In 1946 Barrett’ reviewed the subject of spon- 
taneous perforation of the cesophagus and added 
three further cases, concluding with a paragraph 
worth quoting: 


“In the byways of surgery there can be few condi- 
tions more dramatic in their presentation and more 
terrible in their symptoms than spontaneous perforation 
of the cesophagus. No case has yet been treated success- 
fully and diagnosis has only been achieved in a very 
few before death, and yet there is no fundamental reason 
why this unsatisfactory position should not be improved 
in the future. Several things are essential to success: 
Firstly, a knowledge that this accident can and does 
occur; secondly, a knowledge of the symptomatology; 
and thirdly, an early diagnosis. Given these, I am con- 
vinced that the surgeons will be able to save some of 
these patients by combining the principles, already well 
established in the case of abdominal perforations, with 
those relevant to thoracotomy.” 


The fact that in 1947 Olsen and Clagett? re- 
ported a successful cure and in 1949 Lynch* 
reported the successful treatment by surgical 
repair of three further cases of spontaneous per- 
foration of the cesophagus, gives proof to 
Barrett's prophecy and still further emphasizes 
the necessity for all practitioners to be familiar 
with the diagnostic features of perforated ceso- 
phagus. With this in mind the following cases 
are being reported; one of spontaneous perfora- 
tion; one due to foreign body and five following 
upon gastroscopy. 


Case 1. (SPONTANEOUS PERFORATION ) 


A perfectly healthy construction worker, 69 years of 
age, was spending a quiet New Year’s day at home with 
his wife. They had a light meal at noon and at 4.30 p.m. 
drank some coffee. At 6.30 p.m. he took a drink of rum 
in hot water and was immediately seized with a severe 
pain in his epigastrium, behind the lower end of the 
sternum which shortly radiated to his left shoulder. Both 
the wife and the patient were sure that no vomiting or 
retching preceded this episode. The pain continued with 
some waxing and waning. Later in the evening the pa- 
tient experienced slight nausea and vomited a small 
amount of watery fluid—no blood was noted. When he 
went to bed he experienced some difficulty with breath- 
ing which was not relieved by sitting up. At 5.00 a.m. on 


*From the Departments of Medicine, Surgery and Path- 
ology, Vancouver General Hospital, Vancouver, B.C, 
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January 2, he called his doctor, J. A. MacDonald, who 
saw him at 6.00 a.m. and admitted him to Vancouver 
General Hospital as an acute abdomen. He was conscious 
and the sensorium was perfectly clear, but he was in 
collapse with cyanosis, imperceptible pulse and a blood 
pressure of 80/60. The left chest was tympanitic with no 
breath sounds. When seen by one of us (G.F.S.) at 
10.00 a.m. he was conscious, cyanosed and still in a 
severe state of shock. The pulse and blood pressure were 
as above. He stated that he had never experienced any 
previous difficulty with swallowing or any symptoms of 
indigestion. Examination revealed surgical emphysema of 
the right side of his neck and an obvious pneumothorax 
on the left.. Radiologic examination confirmed this find- 
ing and showed in addition mediastinal emphysema and 
considerable shift of the mediastinum to the right. His 
temperature was 105° by rectum. The white blood count 
was 8,500 with 84% polymorphonuclears, 15% staff 
cells, 14% lymphocytes and 2% monocytes. 

A diagnosis of rupture of the cesophagus was made. 
Because of the absence of vomiting, peptic ulcer of the 
cesophagus or rupture of a hiatus hernia was considered. 
It was decided to relieve his tension pneumothorax by the 
removal of air. When the needle was inserted, air under 
pressure and a brownish turbid fluid, looking and smell- 
ing like stomach contents were removed. Subsequently 
this fluid showed no free hydrochloric acid but 15 units 
of total acid were present. Microscopically it contained 
clumps of pus cells and 68,000 white blood cells per 
ce.mm., 90% of the cells being polymorphonuclears. The 
protein content was 3.3 gm. %. Because of his increas- 
ingly shocked condition exploratory laparotomy was 
deemed inadvisable by the consulting surgeons and 
anesthetists. He continued to go downhill and died at 
11.00 p.m., January 2, 29 hours after the onset of the 
pain. 

Autopsy findings.—Only the findings relevant to the 
cesophageal lesion are reported. Subcutaneous _inter- 
stitial emphysenia of the neck was noted. 

Mediastinum.—This was in the midline and showed an 
interstitial emphysema. All structures were bathed with a 
dirty, necrotic fibrinous exudate which extended ‘from 
the diaphragm to the base of the neck. The cesophagus 
was dissected free and at its lower end on the left 

osterior aspect there was demonstrated a longitudinal 
leon tear 1.5 cm. iri length situated 3 cm. proximal to 
the cardiac end of the stomach. This communicated 
with a 5 x 4 cm. pocket filled with vegetable food 
particles bounded by the medial surface of the left lung, 
the aorta, cesophagus and heart. No bone spicules or 
other hard material were found in this food. The dia- 
phragm was in close apposition to the cesophagus, there 
being no hiatal hernia. When opened, the mucosa of the 
cesophagus appeared cedematous and congested, particu- 
larly in its lower half. No gross areas of ulceration were 
found. Near the linear tear there were a few longitudinal 
superficial erosions and the mucosa here appeared dull 
grey and moist. However, there was nothing to suggest 
that the tear was the direct result of any former ulcer. 
The stomach was empty and its mucosa contained many 
minute petechiz but there were no erosions or ulcers. 
The remainder of the gastro-intestinal tract was normal. 

The left pleural cavity contained 1,000 c.c. and the 
right 500 c.c. of dirty brown fluid. The parietal pleura 
over the lower left. and right chest walls was covered 
with large flakes of recent fibrinous exudate. The left 
lung was collapsed against the vertebral column and 
posterior chest wall while the right lower lobe was 
atelectatic. The right lung weighed 520 gm., the left 
420 gm. The visceral pleural surfaces of both lungs were 
covered with thick fibrinous exudate of recent origin. This 
was more marked on the left side. The entire left lung 
and the right lower lobe were completely atelectatic, 
sinking in water. The right middle and upper lobes were 
normally aerated. No emphysematous bullz were seen. 
The bronchial tree appeared normal and both the 
pulmonary arteries and veins were patent. The cut 
surfaces of both lungs only showed atelectasis and basal 
congestion. The heart weighed 460 gm. There was a 
fine recent fibrinous pericarditis obviously the result of 
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direct extension from the mediastinitis. The remainder 
of the examination showed no significant lesions. 
Histology.—Multiple blocks were examined from dif- 
ferent levels throughout the oesophagus. In all blocks 
except those in the immediate vicinity of the tear the 
mucosa was intact and the submucosa and muscular 
coats showed only acute congestion, there being no in- 
flammatory cell infiltration. The adventitia in all areas 
showed extensive necrosis, oedema and a heavy diffuse 
infiltration of polymorphonuclear leukocytes (Fig. 1). 
The blocks from the vicinity of the tear revealed large 
areas of superficial ulceration in which the squamous 
lining was denuded. There was a thin, superficial zone 
of necrosis and the underlying submucosa was diffusely 
infiltrated with a mixture of lymphocytes, monocytes, 
and small numbers of polymorphonuclear leukocytes 
(Fig. 2). The inflammatory reaction did not involve the 
muscularis and it was thought that this mucosal lesion 
represented a primary inflammatory change rather than 
extension inwards from the acute mediastinitis. 


Summary.—The final diagnosis was spontane- 
ous rupture of the oesophagus with resulting 
acute mediastinitis and interstitial emphysema of 
mediastinum; left sided infected hydropneumo- 
thorax with associated collapse of left lung; right 
sided infected hydrothorax with atelectasis of 
lower lobe, right lung; acute pericarditis. 


RUPTURE OF CESOPHAGUS 
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Case 2. (ForeIGN Bopy PERFORATION ) 


Because of language difficulty, the history in this case 
was obtained from the patient’s son. A Greek male, 70 
years of age, was suddenly seized with severe abdominal 
pain after an episode of coughing which occurred while 
he was eating dinner. This was followed by vomiting 
after which he felt well enough to be taken to his home 
where he was seen by his physician (Dr. E. O. Du- 
Vernet ). Examination revealed no positive findings and 
he did not at that time appear unduly ill. The possi- 
bility of mild pancreatitis was entertained. For the next 
five days he remained in bed though able to go to the 
bathroom. He vomited periodically but complained of 
no pain while lying still though it was his son’s impres- 
sion that he had pain when up. Because his condition 


deteriorated his doctor was called again, and arranged 


his immediate admission to hospital. 

Further history revealed that except for a cholecyst- 
ectomy four years previously he had been in good health 
until this episode. Examination showed him to be con- 
fused, pale, slightly icteric and perspiring. The tempera- 
ture was 101°, pulse 120, regular; blood pressure 140/65. 
The chest was said to be clear to percussion and 
auscultation. The abdomen moved slightly with respira- 
tion and was distended and tympanitic. There was 
resistance to palpation in the epigastrium. The liver and 
spleen were not felt. The white blood count was 13,000 
with 65% polymorphonuclears, 24% staff cells, 10% 
lymphocytes, 1% monocytes. The polymorphonuclears 
ewes a definite toxic granulation. The blood amylase 
was 8 Wohlgemuth units and urinary amylase 16 units. 
The serum total bilirubin was 5.4 mgm. %, the direct 


Fig. 1. (Case 1).—Section of cesophagus, mid portion. Note inflammatory exudate involving 
adventitia. The mucosa and muscularis are normal, Fig. 2. (Case 1).—Section of cesophagus at 
site of rupture. The mucosal surface is denuded, there is hemorrhage and chronic inflammation 
involving the submucosa. Fig. 3. (Case 92).—The arrows point to the perforation. To the left 
is the aorta to show the necrotic exudate involving its adventitia. Fig. 4.—isophagus from a 
case of chronic hepatitis to show a characteristic ante-mortem digestion of the oesophagus. 
Note the sharp line of demarcation at the cardiac end of the stomach. Microscopic sections 
showed a heavy inflammatory cell infiltration of the submucosa, ulceration and hemorrhage. 
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bilirubin 4.4 mgm. % and the indirect 1 mgm. %. 
Urinalysis showed a trace of protein with one plus white 
cells and one plus granular casts. A Levine tube was 
inserted and penicillin administered. On the next da 
his respirations were laboured and he was cyanosed. 
Oxygen was then administered. At this time it is stated 
that when turned in bed by the nurse he screamed and 
complained of severe pain in his chest. For the next two 
days he appeared much more comfortable, then 
dyspnoea al cyanosis returned with expectoration of 
tenacious muco-purulent sputum. An E.C.G. showed no 
evidence of myocardial infarction. His condition now 
deteriorated rapidly until his death which occurred six 
days later. The differential diagnosis considered were 
acute pancreatitis, acute hepatitis, coronary thrombosis, 
or possible perforated gastric ulcer. 

Autopsy odinde. Thana The right pleural cavity 
was filled with cloudy yellow fluid and the right lung was 
completely collapsed. The visceral and_ parietal Se 
surfaces were covered with a thick, yellowish, fibrinous 
exudate. The mediastinum was in the midline and the 
left pleural cavity contained no fluid nor’ showed evi- 
dence of pleuritis. The mediastinal tissues were markedly 
cedematous, very congested and of a_purplish-black 
colour. The aorta and cesophagus were tightly adherent. 
The appearance was that of an obvious acute mediastin- 
itis which involved the entire mediastinum from dia- 
phragm to the base of the neck. The w@sophagus was 
thickened, cedematous and its adventitial tissues purple- 
black in colour. The cesophageal hiatus in the diaphragm 
was normal there being no hiatal hernia. On opening the 
cesophagus two small rounded perforations were found 
at its extreme distal end. Each measured 3 mm. in 
diameter and they lay immediately opposite to one 
another on the lateral walls (Fig. 3). By probing it was 
shown that each of these perforations communicated with 
the underlying mediastinal tissues. The mucosa of the 
cesophagus showed some congestion but no areas of 
ulceration were demonstrated and it did not appear 
necrotic. The stomach mucosa showed petechial hzmor- 
rhages while a small superficial ulcer was found in the 
first portion of the duodenum, the latter was bile stained. 

The right lung was completely collapsed and airless, 
sinking when placed in water. The left lung showed 
pulmonary cedema but otherwise it appeared normal. 
The only other significant findings were a marked cloudy 
swelling of the liver which microscopically showed 
centri-lobular necrosis. The common bile duct was 
goon but somewhat dilated. No calculi were found 

ere. The gall bladder was absent. The spleen was en- 
larged, 360 gm., and on section showed a soft toxic ap- 
pearance. The kidneys showed pale cortices and micro- 
scopically there was definite tubular degeneration of 
toxic nature. 

Histology of cesophagus.—In the area of perforation 
the mucosa and muscularis were necrotic. There was a 
diffuse infiltration of lymphocytes and polymorphonu- 
clear leukocytes involving the submucosa and muscular 
layers. The former definitely predominated suggesting 
that the process had been present for some little time. 
The adventitial coat showed marked necrosis with a 
heavy polymorphonuclear infiltration which spread up 
along the course of the entire cesophagus. Sections of the 
ascending aorta revealed a similar acute necrotic and 
inflammatory exudate involving its adventitia. 


Summary.—A correlation of the history and 
pathological findings suggests that the two per- 
forations involving the lower end of the ceso- 
phagus were probably initiated’ by a foreign 
body, their anatomical situation’ suggesting that 
the body had rested in a horizontal position at 
this point. We were unable to find any such 
foreign body in the stomach or in the medi- 
astinal tissues though a careful search was made. 
It may therefore have passed into the intestinal 
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tract previously. It is suggested that as the result 
of this injury to the cesophagus an inflammatory 
process resulted with subsequent perforation 
into the mediastinal tissues where a character- 
istic acute mediastinitis became evident with 
spread of the infection to the right pleural 
cavity. We were unable to demonstrate definitely 
whether there was a right-sided pneumothorax 
or whether the right lung was collapsed simply 
by pressure of the massive infected hydrothorax. 
It is felt that the jaundice was due to the toxic 
condition of the liver, no extra-hepatic biliary 
disease being demonstrated. The kidneys and 
spleen also showed the effects of the toxzemia. 


PATHOGENESIS 


Perforation of the oesophagus may occur from 
a variety of causes as listed in the following 
table: 


CausES OF RUPTURE OF CESOPHAGUS 


1. Trauma: (a) Instrumentation (endoscopy or dila- 
tion). (b) Foreign bodies, especially fish and chicken 
bones. (c) Penetrating wounds. (d) Erosion from 
caustics and indwelling tubes. (e) Vomiting—physical 
strain (see below). 


2. Disease: “ 
I. Of the cesophagus—(a) Inflammation. (b) Peptic 
ulcer. (c) Carcinoma. (d) Diverticulum. 


II. Of the mediastinum—(a) Inflammation. (b) .Neo- 
plasms. (c) Aortic aneurysm. 


3. Spontaneous: 

(a) Physical strain: (1) Vomiting or retching. (2) 
Lifting, for instance, heavy weight. 

(b) Without apparent cause. 


4. Following certain neurosurgical procedures.* 


In most instances the cause of the rupture 
or perforation is obvious, but the pathogenesis 
of spontaneous rupture of the cesophagus, of 
which our Case 1 is an example, is not as yet 
certain. At present the consensus suggests that 
the action of acid peptic juice combined with 
the stress of vomiting may be the important 
etiological factors. 

In autopsy material from patients who have 
had considerable vomiting it is not uncommon 
to find ante-mortem digestion of the cesophagus 
(without, however, perforation) involving its 
lower half or third. In these instances the 
mucosal surface is eroded and often it has a 
black tinge due to necrosis and hemorrhage. A 
sharp line of demarcation separates the lesion 
from the adjacent mucosa of the cardiac end of 
the stomach (Fig. 4). Recently Ferguson and 
his co-workers® have produced this lesion with 
associated perforation in experimental animals 
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by perfusion of the cesophagus with acid peptic 
juice collected from dogs. Little effect was ob- 
tained using hydrochloric acid of the same pH 
as the peptic juice; while bile in the juice also 
prevented the production of the cesophagitis. 
They produced perforation in living cats from 
0.3 to 2.3 hours after the commencement of the 
experiment. Human cadaver oesophagi also per- 
forated when perfused with the same canine 
peptic juice from 14 to 67 minutes after the 
commencement of the perfusion. They were un- 
able to produce evidence by experimental 
methods that increased intra-cranial pressure 
per se was directly related to the etiology of 
cesophagitis, but suggested that such a clinical 
relation might be due to the associated retching 
and vomiting. 

Kinsella, Morse and Hertzog® investigated 
rupture of the cesophagus by subjecting cadaver 
cesophagi to controlled pressures within the 
closed tube. They produced longitudinal linear 
tears similar to that seen in spontaneous rupture 
with a pressure of from 1.9 to 6.3 lb. per square 
inch at room temperature, the average bursting 
pressure being 3.69 lb. per square inch. They 
note that the human cesophagus is not infre- 
quently subjected to higher pressures than these 
when balloons are used for therapeutic measures 
but they suggest that some of this pressure is 
in effect, taken up by the balloon itself. 

Mallory and Weiss’ have suggested that 
gastric juice may become trapped in the lower 
end of the oesophagus as a result of the vomiting 
centre becoming fatigued with resultant failure 
of the cardia to relax when the abdominal 
muscles contract. If this does occur, then the 
cesophageal mucosa might become eroded and 
result in perforation. 

Thus, there appears to be definite experi- 
mental evidence to support the suggestion that 
spontaneous perforation is probably caused by 
the combination of the two factors, digestion by 
peptic juice and increased pressure from 
vomiting. 

Clinical features of spontaneous perforation.— 
Almost all instances of spontaneous perforation 
occur after severe retching or vomiting; usually 
in males who are heavy eaters and hard drinkers. 
The predominating symptom is the sudden onset 
of severe pain behind the lower end of the 
sternum or high in the epigastrium which is 
usually referred to the back and left shoulder. 
The condition should always be suspected when 
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such pain develops after or during vomiting. 
When the pain comes on without vomiting, as in 
our first case, the cause is apt to be missed. 
With the pain there is shock, cyanosis and 
dyspnoea. 

The rupture is more common on the left side 
with extension to the left pleural cavity result- 
ing in a pneumothorax which increases the 
respiratory distress. The pneumothorax may be 
of the tension type with shift of the mediastinum 
to the opposite side. If a pneumohydrothorax de- 


-velops or if there is leakage of gastric contents 


into the pleural cavity then a succussion splash 
may be demonstrated. 

A pathognomonic sign is the occurrence of 
interstitial emphysema in the neck and medi- 
astinal emphysema can often be demonstrated by 
x-ray. The temperature often rises very quickly 
and very high as in our first case and the white 
cell count shows a polymorphonuclear leucocy- 
tosis. The deterioration in these patients is rapid 
and death may follow in 24 to 48 hours unless 
there is prompt surgical intervention. 

The differential diagnosis usually rests be- 
tween a ruptured peptic ulcer in the stomach or 
duodenum and cardiac infarction. The clinical 
picture is typical of a ruptured viscus and only 
the finding of the subcutaneous emphysema and 
pneumothorax enables us to localize this above 
the diaphragm. The location of the pain and the 
shock and dyspnoea is not unlike that seen in 
cardiac infarction but again the associated find- 
ing of air in the pleural cavity, the mediastinum, 
or under the skin of the neck differentiates the 
ruptured oesophagus. 


INSTRUMENTAL PERFORATION OF THE 
CEsoPpHAGUS 


Blind intubation of the oesophagus as _per- 
formed in gastroscopy will always carry with it 
an element of hazard not present in the more 
conventional method of examination of the 
stomach by x-ray. For this reason the method 
should be reserved for selected cases where the 
value of the information to be obtained, and it 
is often conclusive, far outweighs the risk in- 
volved. The five accidents reported here oc- 
curred in a series of six hundred gastroscopic 
examinations with the Hermon Taylor gastro- 
scope by one of us (R.W.) where it was thought 
that reasonable precautions were taken and 
adequate skill employed. 
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Case l. 


R.C., a 41 year old man was admitted to hospital on 
November 19, 1946 with a long standing history of 
dyspepsia. He had been discharged from the Air Force 
in 1945 with a diagnosis of chronic duodenal ulcer. 
X-rays of the stomach and duodenum taken just prior 
to admission showed no evidence of ulcer or scarring. 
Gastroscopy performed on November 27 revealed a 
superficial gastritis. Four hours following this examina- 
tion he complained of persistent sore throat, some 
hoarseness and difficulty in swallowing. The temperature 
was 100.3°, pulse 96 and respirations somewhat stertor- 
ous at 24/min. The following day he complained in ad- 
dition of frontal headache and pain in the neck. At 
this time there was fullness and tenderness with fine 
crepitations on either side of the neck which was held 
quite rigidly. Radiographs demonstrated extensive col- 
lections of air in the retropharyngeal area as well as in 
the lateral fascial planes of the neck. A. diagnosis of 
traumatic perforation of the cesophagus was made. All 
sustenance was prohibited by mouth, and 100,000 units 
penicillin administered every two hours. Fluid and 
electrolyte needs were given by clysis. An x-ray of the 
chest taken on November 29 disclosed a widening of the 
superior mediastinum. The inflammatory process was 
subsiding by December 1 and had cleared by December 
5. Fluids by mouth were commenced on December 2. He 
was discharged well on December 8. Barium swallow 
on January 9, 1947 revealed a normal cesophagus. 


CAsE 2. 


F.S., a 64 year old somewhat kyphotic man entered 
hospital on October 16, 1947 suffering from _ post- 
prandial epigastric discomfort of four weeks’ duration. 
X-ray examination of the stomach demonstrated a 
penetrating prepyloric ulcer with some infiltration of the 
adjacent pyloric antrum. Carcinoma was suspected. Acid 
values within the limits of normal were obtained on 
gastric analysis. Two attempts to pass the gastroscope 
on October 20 failed due to a hold up in the mid dorsal 
cesophagus. Directly after the second attempt he com- 

lained of pain:in the back, and when seen two hours 
ater was in a state of severe surgical shock. Crepitations 
could be felt on either side of the neck. A diagnosis of 
instrumental perforation of the thoracic cesophagus was 
made. All nourishment by mouth was discontinued, and 
plasma, glucose in saline and later, blood given intra- 
venously. Penicillin and streptomycin were administered 
freely and frequently. For the next three weeks his 
condition was critical, the temperature remaining 
elevated between 101 and 103°, the pulse between 110 
and 130/min. On October 30 parenteral fluids were dis- 
continued and feedings by mouth started. On November 
8 a small mediastinal abscess located by exploratory 
needling under x-ray control was evacuated, and on 
November 19 a right empyema thoracis drained by rib 
resection. Following these procedures improvement 
though slow was continuous, and he was discharged from 
hospital on January 19, 1948. 


Case 3. 


G.F.I., a 60 year old man was admitted to hospital on 
July 25, 1947 complaining of flatulence and upper ab- 
dominal distress following meals for sixteen months. An 
x-ray study of the stomach and duodenum were negative. 
Gastroscopy performed on July 31 revealed a normal 
stomach. Some difficulty was encountered in entering the 
upper oesophageal hiatus during this procedure, and 

lood was noted on the instrument following its with- 
drawal. The same evening the patient complained of 
pain in the lower chest with a girdle-like distribution. 
The following morning pain in the throat was his chief 
concern. At this time there was swelling of the neck on 
either side with extensive surgical emphysema of the 
soft tissues of the neck and upper chest. The tempera- 
ture was 100°, the pulse 100/min., and there was some 
cyanosis and dyspnoea present. A diagnosis of traumatic 
perforation of the cesophagus was made, and penicillin 
therapy instituted immediately. All oral feedings were 
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discontinued, and an intravenous regimen commenced. 


By August 4 the swelling in the neck had subsided and 
the temperature returned to normal, and it was thought 
that the inflammatory process was under control. How- 
ever the following day the pulse and temperature rose, 
and the cyanosis and dyspnoea reappeared. On August 
8 a diffuse mediastinitis with a a fluid level was mani- 
fest by an x-ray examination of the chest. Extrapleural 
drainage of the mediastinal abscess was done the same 
day. The following day, August 9, the abdomen became 
distended and pr tay and rapid deterioration ensued. 
Death occurred on August 10. 

Post-mortem examination revealed a small pinhead 
sized perforation of the posterior wall of the cervical 
cesophagus 3 cm. below the upper hiatus. There was a 
fecal mediastinal abscess (adequately drained) lead- 
ing by a sinus tract to the perforation. Associated with 
the mediastinal abscess was a_ broncho-cesophageal 
fistula. Three duodenal ulcers were present, one of 
which showed a large perforation with acute fibrino- 
purulent upper abdominal peritonitis. 


CAsE 4. 


B.L., an obese woman aged 54 years was admitted 
to hospital on October 24, 1949 following a massive 
hzmatemesis. After restoration of blood volume and ces- 
sation of bleeding an x-ray of the stomach on November 
4 revealed a filling defect on the lesser curvature of the 
cardia suggestive of neoplastic involvement. On Novem- 
ber 10 gastroscopy under local anesthesia failed due to 
extreme apprehension on the part of the patient as well 
as the presence of a short thick neck and full dentition. 
Local anzsthesia was supplemented by light general 
anesthesia which puted intubation of the upper ceso- 
phageal hiatus but did not prevent the sudden onset of 
retching and gross movements of the head and neck 
which occurred during further insertion of the instru- 
ment. Blood was noted on the gastroscope on its 
withdrawal. Fair views of the onus were obtained. 
Here an elevated lesion of the mucosa was seen which 
was considered to be a manifestation of hypertrophic 
gastritis rather than carcinoma. When visited routinely 
seven hours following the examination she complained 
of pain in the throat and shortness of breath. She was 
very apprehensive, the pulse was 120/min. and the 
temperature 99°. Tenderness and fine crepitations were 
felt in the neck. A diagnosis of instrumental perforation 
of the cervical cesophagus was made. Radiographs of 
the neck and chest disclosed interstitial emphysema in 
the cervical region, and following the ingestion of some 
thin barium a small pocket was outlined infero-lateral to 
the cesophagus at the level of the seventh cervical 
vertebra. Thus the diagnosis was confirmed and the site 
of perforation localized. All food and fluids were dis- 
continued by mouth and penicillin and streptomycin 
given freely. Fluids and electrolytes were administered 
intravenously and the Trendelenburg position instituted 
in an effort to limit the infection to the neck. The 
abundant secretion of mucus was a distressing problem 
requiring almost continuous mouth suction. On Novem- 
ber 12 marked improvement had occurred, but while 
talking to one of us (R.W.) at the bedside she quite 
suddenly became apnoeic and expired. Immediate 
tracheal intubation with suction followed by artificial 
respiration and oxygen insufflation failed to revive her. 

Post-mortem examination revealed a small perforation 
of the cervical cesophagus just below the cricoid cartilage 
on the left side with a small abscess adjacent. There was 
no mediastinitis. There was a complete atelectasis of the 
left lung and a partial atelectasis of the right lung. An 
adenocarcinoma of the cardiac end of the stomach was 
present. 


Case 5. 


H.W., a 74 year old man with a long history of duo- 
denal ulcer entered hospital on January 2, 1951, com- 
plaining of persistent epigastric pain of two weeks’ 
duration. X-rays of the stomach taken on January 10 
showed a large gastric ulcer on the lesser curvature as 
well as a deformity of the duodenum. Gastroscopy per- 
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formed on January 25 without difficulty revealed a 
healing chronic benign gastric ulcer on the lesser curva- 
ture. The following i he complained of a sore throat 
and excessive salivation. Examination revealed some 
cedema and congestion of the pharynx and hypopharynx. 
The temperature was 101.2° and the pulse 108/min. A 
diagnosis of local pharyngeal trauma was made. Steam 
inhalations were instituted, all feedings by mouth dis- 
continued and large doses of penicillin administered. 
Fluids and electrolytes were given: intravenously. He 
expired early on January 27. 

Post-mortem examination disclosed a congenital steno- 
sis of the upper oesophageal hiatus of a diameter to just 
admit a lead pencil. From the margin of this stenosis a 
mucosal rent extended up the left lateral wall of the 
pharynx for about an inch. At the top of this rent was 
a small communication with a retro-pharyngeal collec- 
tion of pus (Fig. 5). There was no mediastinitis. The 
upper lobe of the right lung showed the typical red 
hepatization of early lobar pneumonia. In the stomach 
was a chronic benign gastric ulcer. 
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Fig. 5. (Case 5. Instrumental perforation).—A is the 
larynx, B the abnormally situated cesophageal opening 
which was smaller than normal. C shows the fine linear 
tear extending out from the cesophagus. 


ETIOLOGY 


An analysis of the factors promoting accidents 
of this kind involves the patient, the operator, his 
assistant, the instrument and the anesthetic. If 
general anesthesia is used to overcome appre- 
hension or to supplement inadequate sedation, 
as in Case 4, disaster may result from retching 
or convulsive movements of the head during 
intubation of the crico-pharyngeal pinchcock, the 
vulnerable area. The subject with a short thick 
neck or full or protruding dentition is an un- 
favourable one too in this respect, (Cases 3 and 
4). Unrecognized strictures of the cesophagus 
(Case 5) are an invitation to calamity. Aortic 
aneurysm, dorsal kyphosis (Case 2) and cardiac 
enlargement make passage of the thoracic ceso- 
phagus risky. Forceful intubation of the upper 
cesophageal hiatus on the part of the operator 
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is fraught with danger. The instrument should 
be drawn by deglutition, not pushed past the 
cricoid. Hyperextension of the neck during this 
manceuvre increases the risk of injury to the thin 
posterior pharyngeal wall which is stretched taut 
over the cervical vertebral bodies. Added danger 
lies in any irregularity of these bony structures 
such as might be.caused by osteophytes. These 
dangers can be minimized by keeping the neck 
slightly flexed and the base of the tongue pressed 
well forward. Instruments vary in diameter and 


‘’ flexibility. Those with the greatest flexibility and 


smallest diameter are the safest. An untrained 
assistant can by a sudden inopportune movement 
of the head contribute to oesophageal perforation. 


RECOGNITION 


Instrumental perforation of the oesophagus is 
rarely recognized at the time of the examination. 
It can be suspected if the instrument is blood- 
stained on withdrawal or if difficulty is en- 
countered during intubation. If the perforation 
is large (Case 2), allowing immediate escape of 
cesophageal contents the symptomatology is 
similar to that of spontaneous rupture as already 
described. As a rule however the injury is a scor- 
ing or a puncture of the cesophageal wall just 
below the cricoid, and the escape of air and 
saliva are not immediate. The first positive indi- 
cation of such a perforation is the discovery of 
crepitation in the neck due to interstitial emphy- 
sema. This can be detected as early as two hours 
following the accident, and readily confirmed by 
x-ray. Lateral radiographs of the neck reveal 
anterior displacement of the trachea due to en- 
largement of the retrovisceral space. Later, pain 
in the neck, swelling and tenderness of the neck, 
a rise in pulse and temperature indicate the 
escape of bacteria-laden fluid. Dyspnoea and 
cyanosis indicate distal mediastinal spread which 
can be confirmed by a widening of the medi- 
astinal shadow radiologically. Hoarseness means 
cedema of the glottis. The actual site of the per- 
foration can often be demonstrated by barium 
swallow, but a negative finding does not rule out 
a small oesophageal rent. 


TREATMENT 


The above cases of instrumental perforation 
were treated conservatively with large doses of 
antibiotics, the denying of food and drink and 
the intravenous maintenance of nutrition as far 
as was possible. The three deaths which occurred 
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were curiously enough due immediately to some 
unexpected complication when the _ infective 
process had walled off and seemed under control. 
In Case 3 upper abdominal acute peritonitis 
from perforation of a pre-existing duodenal 
ulcer was the terminal event. In Case 4 bilateral 
pulmonary atelectasis, probably from aspirated 
mucus, caused sudden collapse and death. In 
Case 5 lobar pneumonia was the fatal complica- 
tion. This conservatism was the result of an 
initial success (Case 1) and the exploration of a 
post-gastroscopy case of cervical emphysema 
and pneumoperitoneum when no _ perforation 
could be demonstrated. This latter case is similar 
to one reported by Schindler,* and an explana- 
tion for the escape of air through an apparently 
intact oesophagus or stomach is that it passes via 
the lymphatics having first gained entry into the 
mucosa by some erosion or ulceration perhaps of 
minute size. 

The uncertainty of outcome by conservative 
management is all too apparent from a study of 
the above group of cases. Goligher® has aptly 
decried this attitude of “helpless expectancy”. 
Immediate surgical exposure of the site of 
cesophageal rupture, closure of the perforation 
and external drainage of the adjacent infected 
or contaminated tissues is planned for any 
further cases of this kind. If shock is a prominent 
feature, its treatment with blood plasma, blood 
and electrolytes should precede surgical inter- 
vention. An associated tension pneumothorax too 
must be relieved by needle aspiration followed 
by intercostal catheter suction before operation. 
The approximate site of perforation is usually 
apparent from the history, clinical findings and 
x-rays; rarely will radiographs following barium 
swallow be required. CEsophagoscopy is danger- 
ous from the possibility of enlarging the perfora- 
tion. Direct or indirect visualization of the hypo- 
pharynx and cesophageal introitus is without 
danger and sometimes is helpful in determining 
the site of trauma at the upper hiatus and prob- 
able fascial space into which inflammation has 
spread. Cervical perforations are best exposed 
by cervical mediastinotomy.’® That side of the 
neck showing the most pronounced swelling and 
crepitus, usually the left, is exposed by an in- 
cision along the anterior border of the lower 
third of the sternomastoid muscle. The interval 
between the carotid sheath and the lateral lobe 
of the thyroid gland is sought, and in its depths 
the retro-visceral space is entered. The pe?fora- 
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tion, usually on the posterior or lateral wall of 
the upper inch of the cesophagus, is sought by 
gently lifting and rotating the thyroid lobe 
medially. The perforation is closed if possible, 
the adjacent retro-visceral space sprinkled with 
antibiotic powder and drained with one or two 
soft rubber drains. Retro-visceral infection as 
low as the fourth dorsal vertebra can be reached 
in this manner. If no saliva or infected fluid is 
found in the retro-visceral space the pre-tracheal 
space should be opened, as perforations of the 
anterior cesophageal wall or pyriform sinuses can 
contaminate this region. 

Perforations of the thoracic cesophagus are 
usually in the lower half and are best approached 
by posterior inferior mediastinotomy. On that 
side showing pleural involvement, generally the 
left, the vertebral ends of the 8th and 9th ribs 
are resected, the pleura reflected and the ceso- 
phagus explored.‘' The rupture is closed by 
suture and the adjacent mediastinum sprinkled 
with antibiotic powder and drained with soft 
rubber drains. Because of the frequency of con- 
comitant pleural involvement the pleura is 
best opened routinely. If cesophageal content is 
found here it should be washed away with saline 
and the pleural cavity drained independently by 
the closed method with catheter suction. 

It is wise to disallow nourishment by mouth 
for about a week following the rupture. Fluids, 
calories, electrolytes and vitamins should be 
given intravenously. An inlying gastric tube dur- 
ing the postoperative period is of value in pre- 
venting vomitus endangering the suture line 
especially in the lower cesophageal lesions, and 
in permitting gastric feedings, but is too irritat- 
ing to be routinely employed. Chemotherapy 
should be instituted immediately the diagnosis 
is made. The Trendelenburg position has per- 
haps some merit in limiting the infection to the 
neck in the cervical lesions. When the lesion is 
in the thoracic cesophagus the upright position 
is preferable. Additional surgical procedures may 
be required; tracheotomy when cedema of the 
glottis threatens respiration or gastrostomy when 
nutrition is inadequate because of an cesophageal 
fistula. 


SUMMARY 


1. Seven cases of perforation of the cesophagus 
have been presented. One spontaneous rupture, 
one due to a foreign body and five complicating 
a consecutive series of 600 gastroscopies. 
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2. Emphasis is laid on the early recognition of 
this condition which usually will rapidly lead to 
death unless early treatment is instituted. 

3. The clinical features of spontaneous perfora- 
tion or large traumatic rupture are epigastric 
pain, shock, cyanosis, interstitial emphysema of 
neck and pneumothorax or hydropneumothorax. 

4. Smaller perforations during gastroscopy 
most often occur in the upper end of the ceso- 
phagus and are heralded by the occurrence of 
interstitial emphysema involving the neck. 

5. The etiology and pathogenesis have been 
discussed of both the spontaneous and instru- 
mental perforations. 

6. Early surgical intervention with repair of 


ELECTROENCEPHALOGRAPHIC 
STUDIES IN DIABETES MELLITUS 


D. R. WILSON, M.D., Edmonton 


IN RECENT YEARS there has been an increasing 
amount of evidence appearing to show that 
labile diabetes is not entirely associated with the 
status of diabetes per se. One usually associates 
the term of labile diabetes with diabetes in 
young patients where wide swings of control are 
known to occur with reactions after being 
followed by bouts of acidosis. Several cases have 
been reported recently where this condition 
exists in patients beyond the age of adolescence, 
and indeed this is the experience of any internist 
who has treated any extensive number of dia- 
betic patients. 

These labile diabetics constitute major prob- 
lems in management not only from the stand- 
point of the control of the diabetes per se, but 
because many of them exhibit personality traits 
which are difficult to handle from the standpoint 
of the patient-doctor relationship. The reported 
findings of abnormal electroencephalographic 
records in these patients has led to new physio- 
logical considerations and to new methods of 
therapy. It would also appear from reviewing 
the literature that the findings of disturbed 
carbohydrate metabolism, personality changes 
and abnormal electroencephalographic changes 
are not entirely confined to diabetes mellitus. 


*Presented at the Annual Meeting of the Royal College of 
Physicians and Surgeons, December 12, 1950. 

From the Department of Metabolism, University Hospital, 
and the Department of Medicine, University of Alberta. 
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the perforation or at the least open drainage of 
the mediastinum is the recommended treatment. 
We wish to thank the Department of Veterans’ Affairs 


for permission to publish Cases 1, 3 and 5 of Instrumental 
Perforation which were seen at Shaughnessy Hospital. 


REFERENCES 


- BARRETT, N. R.: Thorax, 1: 48, 1946. 

2. OLSEN, A. M. AND CLAGETT, O. T.: Post-Grad. M. J., 
2: 417, 1947. 

. LyNncH, J. P.: New England J. Med., 241: 394, 1949. 

. FINCHER, E. F. AND SWANSON, H. S.: Ann. Surg., 129: 
619, 1949. 

. FERGUSON, D. J., SANCHEZ-PALOMERA, E., SAKO, Y., 
CLOTWORTHY, H. W., Toon, R. W. AND WANGEN- 
STEEN, O. H.: Surgery, 28: 1022, 1950. 

. KINSELLA, T. J., MORSE, K. W. AND HERTZOG, A. J.: 
J. Thoracic Surg., 17: 613, 1948. 

. WEIss, S. AND MALLORY, G. K.: J. A. M. A., 98: 1353, 
1932. 

. SCHINDLER, R.: Gastroenterology, 5: 34, 1945. 

- GOLIGHER, J. C.: Lancet, 1: 985, 1948. 

. PEARCE, H. E.: Surg., Gynec. & Obst., 56: 192, 1933. 

. SEYBOLD, W. D., JOHNSON, M. A. AND LEARY, W. V.: 
Surg. Clin. North America, 1155, 1950. 


It is interesting to note that Addison in his first 
description of the disease which bears his name 
recognized the psychiatric disturbances which 
are common in this disease. Subsequent students 
of this disease were so impressed with this 
particular aspect of the disease that they con- 
sidered the disorder as stemming primarily from 
the central nervous system. It has subsequently 
become well established that abnormal electro- 
encephalographic records are not uncommon in 
Addison’s disease, that they are not improved, 
nor are the psychiatric disturbances, by high 
carbohydrate feedings or desoxycorticosterone 
either alone or in combination, but that the ad- 
ministration of adrenal cortical extracts and more 
recently cortisone results in improved carbo- 
hydrate utilization, some alleviation of psychi- 
atric symptoms and improvement of the electro- 
encephalographic tracings. It is also interesting 
to note that Engel and Margolin’ in 1942 re- 
ported five cases in which the following factors 
were present in common—flat sugar tolerance 
curves, a tendency to hypoglycemic reactions, 
neuropsychiatric disturbances and abnormal 
electroencephalograms. The disease entities were 
rheumatoid arthritis, anorexia nervosa, ulcera- 
tive colitis, periarteritis nodosa, and one case of 
acute anxiety. All of these conditions are now 
known to derive at least temporary benefit from 
the use of cortisone and ACTH. There also are a 
small, but significant, group of diabetic patients 
who exhibit all of the above common factors 
with the exception of the flat sugar tolerance 
curve. 
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If one turns from diabetes mellitus to the op- 
posite condition of spontaneous_hypoglyczmia, 
one finds several cases in the literature where 
this condition is associated with psychiatric dis- 
turbances and abnormal electroencephalographic 
findings. Fabrykant and Pacella? have reported 
eight such cases where spontaneous hypogly- 
cemia has been associated with abnormal 
electroencephalograms. Personality changes were 
noted in all patients and in some hypocalczemia 
was also present. These cases were also char- 
acterized by flat sugar tolerance curves and 
many exhibited hypoglycaemic symptoms in the 
presence of normal blood sugars. In this particu- 
lar group the symptoms were uniformly relieved 
by the administration of glucose. 

To return to the more immediate problem of 
diabetes, Greenblatt, Murray and Root* have 
carried out a series of electroencephalographic 
studies in 75 diabetic patients. Forty cases of 
simple uncomplicated diabetes served as the 
control series. In this group 32 cases were found 
to have normal E.E.G. records, 5 were border- 
line and 3 were definitely abnormal. This is 
about what one would expect in a cross section 
of the average non-diabetic population, since 
it has been observed that about 10% of the 
population have abnormal E.E.G. records. None 
of these cases had any evidence of past seizures, 
personality disturbances or neurological dis- 
orders. In the remaining 35 cases, all of whose 
diabetic careers were punctuated with frequent 
instances of severe reactions, eight had normal 
E.E.G. records, 9 had borderline tracings, and 
18 had abnormal records. The clinical symptoms 
observed were dizziness, weak spells, disturb- 
ances of memory, aphasia or paresis, temper 
tantrums, petit mal attacks, convulsive attacks, 
and spells of unconsciousness. 

In both groups there were no significant dif- 
ferences in age, duration of disease, duration or 
amount of insulin intake, or type of insulin ad- 
ministered. 

This evidence would seem to indicate that 
disturbances within the central nervous system, 
probably not related to the diabetes per se, may 
be responsible for this labile state of control. 
Subsequently Fabrykant and Pacella* have re- 
ported a series of 7 labile diabetic patients, 3 of 
whom have responded favourably to anti- 
convulsant therapy. 

In the last 100 diabetic patients admitted to 
the diabetic service in the University Hospital, 
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8 cases of extremely labile diabetes have been 
found. Of this group it is proposed to discuss 
only three at this time. 


CasE l 


The first patient, J.R., a boy of nine years of age was 
admitted because his local physician was unable to con- 
trol the excessive glycosuria and at the same time prevent 
frequent insulin reactions. His diabetes was of three 
years’ duration. No family history of epilepsy could be 
elicited. During the first year of his diabetes, control was 
relatively satistactory. In the two years prior to his ad- 
mission, control became increasingly difficult with fre- 
quent reactions interspersed between periods of profuse 
glycosuria and acidosis. A severe convulsion precipitated 
his most recent admission to hospital following which he 
remained apparently semicomatose for a considerable 
period of time. He had several reactions while in the 
local hospital. Because it had been observed that he had 
recovered from a few of these reactions without the 
administration of glucose, the family physician advised 
the parents that these episodes were probably psycho- 
genic in origin. Reactions continued to occur despite 
continued glycosuria and high blood sugars. He was 
~ transferred to the University Hospital for further 
study. 

The physical examination of this child revealed no 
abnormalities. The electrogram showed continuous delta 
activity recorded from both frontal areas. He was put 
on dilantin and phenobarbital and discharged from the 
hospital. He returned to the hospital again because of the 
recurrence of reactions and difficulty in control, result- 
ing from withdrawal of anti-convulsant therapy. Because 
of this “control” period outside hospital he was again 
placed on therapy resulting in minimal glycosuria, 
normal fasting blood sugars and relatively easy diabetic 
control. 

The lability of his blood sugars is shown in Fig. 1 
a indicate the days on which “reactions” took 
place. 
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CaseE 2 


The second patient, J.O., a young girl aged 22 years, 
first developed diabetes in 1941. At that time it was ob- 
served that she appeared to be a bright intelligent girl 
who was doing well in school. Physical examination at 
that time did not reveal any abnormal findings. There 
was no family history of epilepsy.. Her diabetes was 
brought under control and she did not return to the 
University Hospital again for seven years. During the 
interval she had only been hospitalized once for re- 
stabilization of her diabetes. An acute iritis precipitated 
her return to the University Hospital. At this time she 
had completed grade twelve without undue difficulty. 
Physical examination showed marked conjunctival and 
ciliary injection, cloudiness of the anterior chamber, a 
small irregular pupil, posterior synechiz with pigment 
deposits on the anterior surface of the lens. A few 
circumscribed hemorrhages were noted in both fundi, 
but otherwise no unusual findings were noted. Her blood 


pressure was 118/90. There had only been an increase 
of eight units in her daily insulin requirement over the 
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period of seven years, the dosage being forty units on 
admission. 

Shortly after her admission to hospital it became 
obvious that she was going to be most difficult to con- 
trol. She had several episodes of what appeared to be 
insulin reactions. The rst few reactions were treated 
symptomatically, but because of the frequency of their 
occurrence, blood sugars were done during two succeed- 
ing reactions revealing values of 91 mgm. % and 132 
mgm. 9%. At that time the explanation for her reactions 
was that she presumably had been out of control for a 
long period of time and that she was developing hypo- 
glycemic symptoms at normal blood sugar levels as a 
result of precipitous drops from high values. On all 
occasions she responded well to glucose fed by mouth. 

She was discharged from hospital only to return in 
six months’ time with a fractured femur. During this 
interval at home it had been noted that she had begun 
to show periods of mental confusion. There was no 
change in her physical status, other than that related to 
her fractured femur. 

Within two days of admission to hospital she again 
had two severe reactions, from which she did not re- 
cover quickly following glucose administration. At this 
time an electrogram was done showing profound cerebral 
dysrhythmia, diffuse continuous delta activity with 
scattered sharp waves and spikes. Two repeat electro- 
grams after starting anti-convulsant therapy failed to 
show any appreciable improvement, although clinicall 
there was marked improvement in the ease with whic 
her diabetes was controlled. A pneumogram done at a 
later date showed evidence of cortical atrophy most 
prominent in the frontal areas. 

A subsequent admission five months later for removal 
of a Smith Peterson nail showed no improvement in her 
electrogram, but her diabetes was relatively easy to con- 
trol and no reactions occurred. 

Fig. 2 shows the wide fluctuations in her fasting blood 
sugars prior to instituting anti-convulsant therapy. Dur- 
ing the control period no changes were made in her diet. 
No changes were made in the type of insulin used or 
the time spacing of individual doses. The total daily 
insulin requirement varied. slightly from 80 to 90 units 
daily. After anti-convulsant io was instituted the 
marked lability of fasting blood sugars disappeared and 
there was a slight decline in the total daily insulin re- 
quirement. 
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The third patient, R.S., a male aged 21 years of age 
sought advice because of frequent insulin reactions 
which so interfered with his job as a typewriter mechanic 
that he was on the point of being discharged by his 
company. He had become quite depressed as a result 
of his condition and it was only with great difficulty that 
he was persuaded to enter hospital. Physical examination 
and the routine laboratory examinations showed no ab- 
normal findings. An E.E.G. was done which showed 
poorly organized background activity. Random delta 


activity was observed ameenat the record. The find- 
ings constituted a generalized cerebral dysrhythmia. 
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Following the institution of anti-convulsant therapy. 
there was marked improvement in his diabetic contro 
and a considerable decrease in the daily insulin require- 
ment. He returned to his work and during the last two 
— there have only been occasional insulin reactions, 
ut they have been minor in nature and have been con- 
trolled easily by the patient himself. 
<a lability of his fasting blood sugars is shown in 
ig. 3. 


COMMENT 


It has been well established for some time that 
abnormally low blood sugars do not necessarily 
invoke the clinical entity known as an insulin 
reaction. Blood sugars may remain below 50 
mgm. % for as long as twelve hours without the 
appearance of signs and symptoms commonly 
associated with hypoglycemia. On the other 
hand the clinical picture of hypoglycaemia may 
become manifest in the presence of relatively 
normal blood sugars. This has given rise to the 
concept that such reactions occur as the result 
of precipitous drops in blood sugars from very 
high levels, although they. may not reach the 
commonly accepted levels usually associated 
with hypoglyczemia. 

In the cases presented here, it was observed 
that clinical reactions appeared in the face of 
normal blood sugars and also in the presence of 
sugars of definitely hypoglycemic levels. It has 
also been observed that some of these reactions 
responded to the administration of glucose and 
that others did not, and also that in some 
instances recovery from reaction took place with- 
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out the administration of glucose. In the latter 
instance it is quite possible that these were true 
insulin reactions, but that sufficient glucose was 
mobilized by the body to remedy the situation, 
hence giving rise to an apparent recovery with- 
out the administration of glucose. 

It therefore seems possible, as Fabrykant and 
Pacella suggest, that there may be two mechan- 
isms involved in so-called insulin reactions. The 
first may be and probably is due to a true hypo- 
glycaemic effect, in consequence of which the 
brain is deprived of sufficient glucose to carry 
on normally. In the second instance, a clinical 
picture of reaction may occur in the presence 
of normal blood sugars and presumably normal 
glucose supply to the brain, which is due to the 
cerebral dysrhythmia itself and not due to the 
diabetes per se. 

In four of our five cases of labile diabetes 
where abnormal electrograms were found, ap- 
preciable relief from their symptoms was ob- 
tained on anti-convulsant therapy. In the fifth 
case no appreciable benefit was observed. In the 
three remaining cases whose diabetes was 
extremely labile but who had normal electro- 
grams, no benefit resulted from anti-convulsant 
therapy. In one case, despite the fact that there 
was no appreciable improvement in the electro- 
gram, there was marked improvement in the 
ease with which the diabetes could be controlled. 
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SUMMARY 


1. The association of a disturbed carbohydrate 
metabolism, psychiatric disturbances, and ab- 
normal electrograms is found in several clinical] 
conditions. 

2. Three cases of labile diabetes have been 
presented whose control was entirely unsatis- 
factory and not compatible with a normal life 
outside of hospital. In all instances abnormal 
electrograms were found. 

3. Prior to the institution of anti-convulsant 
therapy these patients presented extremely 
labile diabetes, characterized by frequent re- 
actions, uncontrollable glycosuria, and evidence 
of personality changes. 

4. The institution of anti-convulsant therapy 
resulted in a marked improvement in diabetic 
control and has enabled these individuals to lead 
a relatively normal life, not necessitating a re- 
turn to hospital to control the labile status of 
their diabetes. 


The author wishes to express his appreciation to Dr. 
G. K. Morton who interpreted the electroencephalo- 
grams done on the patients in this series. 
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NEPHROCALCINOSIS 
H. OSTRY, M.D., New Westminster, B.C. 


THE TERM NEPHROCALCINOSIS usually implies 
the deposition of calcium salts in the renal 
parenchyma bilaterally in sufficient quantity to 
be visible in an x-ray film without their being 
present in the pelvis or calyces. The condition is 
rare. The etiology is varied, as it is found in a 
number of different pathological processes. It has 
been found in hyperparathyroidism, in chronic 
pyelonephritis, glomerulonephritis, in intoxica- 
tion with vitamin D, in poisoning by certain 
chemicals and in pyloric and high intestinal ob- 
struction associated with hypochloreemia alkalo- 
sis, etc. 

Greenspan! reported a case of nephrocalcinosis 
with chronic hyperchloreemic acidosis and the 
syndrome of lower nephron insufficiency in an 





adult. The calcification was confined to the renal 
medulla. He draws attention to the fact that 
some observers have noted in a few rare cases 
of idiopathic nephrocalcinosis that the calcifica- 
tion was confined to the renal medulla. In these 
a unique form of chronic renal failure with 
hyperchlorzemia was present as in his case but 
has been reported only in infants. The calcifica- 
tion in these is apparently confined to the distal 
tubules, hence the lower nephron syndrome 
effect. The fact that Greenspan’s patient received 
sulfathiazol for the treatment of pneumonia some 
time before, suggests the sulfonamides as a 
possible etiological factor in the condition. 
Whatever the etiological factors involved, the 
disturbed calcium and phosphorus metabolism 
causes deposition of calcium salts in the renal 
parenchyma. One must remember that where- 
ever cell dystrophy and cell death occur, there 
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is a tendency to calcification. Not infrequently 
one sees in x-rays calcified glands and calcifica- 
tion in blood vessels, tendons, and around bones 
and joints. 

Experimentally in animals, renal calcification 
can be brought about in a very short time, as 
early as two days, and in its early stages the 
process is reversible, with no evidence of renal 
damage after disappearance of the calcification. 
However, if allowed to persist, irreparable 
damage occurs, and calcification tends to pro- 
ceed apace. 

Anderson? has shown that slight degrees of 
calcification occur with considerable frequency 
as was seen in a series of 1,500 autopsies. This 
consists of microscopic single or multiple de- 
posits of calcium salts in the cortex or medulla. 
While much notice is taken of severe calcifica- 
tion, little attention has been paid in the past to 
these minor degrees. In the 1,500 necropsies 12% 
showed microscopic deposits of calcium on 
routine sections of the kidneys. Apparently these 
tiny deposits were on a dystrophic basis, i.e., 
deposition in degenerated tissue. He states that 
it seems unlikely that these small deposits have 
any significant effect on renal function. In this 
same group were 540 infants and children, 5.7% 
of which showed similar degrees of calcium de- 
posits. With these facts in mind it is surprising 
that nephrocalcinosis does not occur more fre- 
quently. 

Pyruh*® puts the causes of renal calcification 
into two groups: (1) Hyperparathyroidism; 
hypervitaminosis D; multiple myelomatosis. (2) 
Pyloric stenosis with dehydration; debilitated 
children; renal dwarfism. He states the calcifica- 
tion results from the operation of two main 
factors probably operating in different degrees 
on the different diseases. Factor A: a local in- 
crease of calcium ions due to elevated serum 
calcium as in hyperparathyroidism, or by a 
reduction in total tissue fluids as in pyloric 
stenosis with vomiting and dehydration. When 
the calcium ions reach a certain concentration 
they are precipitated in the kidney. Factor B: 
when the reaction in the kidney tissue fluids or 
glomerular filtrates becomes strongly alkaline 
either from generalized alkalosis as in pyloric 
stenosis with prolonged vomiting or possibly 
from a local alkalinity, it causes precipitation of 
calcium phosphate. As is well known, calcium 
tends to precipitate in an alkaline medium. . 

Two cases of nephrocalcinosis were recently 


Canad. M. A. J. 
Nov. 1951, vol. 65 


encountered. It will be noted that in both there 
had occurred long periods of recumbency in the 
past, due to fractures. It is well known that in 
such prolonged periods of bed rest there occurs 
bone demineralization and hypercalcinuria. Such 
cases have a tendency to stone formation. What 
role this recumbency played in starting the 
calcification is conjectural but it could well have 
initiated the process. It should be noted too, that 
Case 2 stated that his father died of “kidney 
stones” at the age of 55 years. Also the stone 


-‘analysis on Case 1 showed almost pure calcium 


oxalate whereas most cases of nephrocalinosis 
are said to show calcium phosphate. It should be 
noted that Hammarstan experimentally in rats 
was able to produce calcium oxalate stones on 
a magnesium poor diet with or without adequate 
vitamin A and D intake and the urine acid in 
reaction. With an increase in pH of the urine 
to the alkaline side, calcium phosphate stones 


were formed. 


Vaughn, Sosman and Kinney! recently re- 
viewed the subject of nephrocalcinosis and re- 
ported a case resulting from chronic glomerulo- 
nephritis. 


Case 1 


C.S.H., a male 24 years of age first learned of having 
renal calcification in the autumn of 1944 when routine 
x-rays revealed the condition. In June, 1945, his first 
attack of hematuria occurred with pain in both loins. 
During 1946 he passed small calculi several times. In 
the spring of 1947 he passed more stones and at one 
time had pyrexia and chills and then passed a stone 
and has been passing them on and off since then. At 
the age of 12 years he sustained a knee injury for which 
he was hospitalized and kept on his back for nine months. 
He did not know the exact nature of his injury. Other- 
wise his past history was negative. 

In January of 1948 he was on the Pacific coast where 
physical examination at the time was reported as follows: 
weight 142 lb., height 5 ft. 10% in., slim build. Head, 
neck and eyes essentially normal. Heart and lungs nega- 
tive. Blood pressure 140/70. The only positive finding 
was slight lett costo-vertebral tenderness. 

Urinalysis specific gravity 1.015, albumen 1 plus, sugar 
negative, leucocytes 1 plus, red blood cells occasional. 
PSP test 8% first hour, 5% second hour, hemoglobin 
85%, (12.4 gm.) white blood cells 13,000, sedimentation 
rate 32: 24-hour excretion of urine calcium 2.03 gm. 
on low calcium diet of 125 mgm. daily for three days. 
Basal metabolic rate plus 9. Blood Kahn negative. Serum 
uric acid 4.2 mgm. %, serum protein 8.5 gm. %. 
Electrocardiogram negative. X-rays of chest negative. 
X-rays of skull, pelvis, knees, arms, forearms, femurs 
and legs all negative. 

Examination of the neck region revealed what was 
thought to be a nodule in the left lobe of the thyroid 
gland suggestive of a parathyroid tumour. 

The high blood phosphorus reading was attributed to 
the advanced degree of renal damage. It was thought 
that with negative calcium balance hyperparathyroidism 
was present. 

On March 22, 1948, the thyroid region was explored 
and a small nodule removed near the lower right thyroid 
pole. The pathologists report of this was normal para- 
thyroid tissue. 
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Acid phos- _Alk. phos- 

NPN Creatinine phatase phatase Ca. F Sed. rate 
January 14, 1948....... 64 6.2 32 
January 30, 1948....... 63 3.0 3.4 3.5 3.1 
March 3, 1948.......... 67 3.5 7.0 11.3 4.1 9 
ME By Pa sins eek ss 114 3.5 7.0 10. 3.7 57 
May 21, 1948.......... 70 4.0 
June 9, 1948........... 60 








May 13, he was complaining of generalized ill feeling 
but well enough to spend a good deal of time outside 
the hospital. The gravity of the condition was explained 
to the patient. His weight was now 135 lb., blood pres- 
sure 120/75. He now lett for home. 

On June 16, he was admitted to Colonel Belcher Hos- 
pital but refused any further blood chemistry tests. After 
a short stay he left for home. On October 25, he was re- 
admitted to hospital with signs of uremia, vomiting, 
puffiness of face and ulceration 6f oral mucosa. He went 
rapidly downhill. On October 26 the hemoglobin 
was 87% (5.9 gm.) red blood cells 2,300,000; sed. rate 
140, non-protein nitrogen 253 mgm., creatinine 16.2 
mgm. He expired October 28, 1948. 





ees 


Fig. 1.—(Case 1) K.U.B. June 17, 1948. This showed increase of calcification in comparison 





had resulted in considerable destruction of the whole 
kidney parenchyma. There was no evidence of any in- 
fective process. The renal pelves were not dilated, 
wae in size and configuration and contained no 
calculi. 


CAsE 2 


H.G., a male 61 years of age was an office patient. 
He complained of hematuria for the past two years and 
the passage of what seemed like small, old blood clots. 
At times the urine was bright red in colour. He had 
urinary frequency about every three hours and at night 
once. For 10 months there was occasional burning 


with x-ray of four years before. Fig. 2.—(Case 1) Showing extensive calcification of renal 


parenchyma. 


At autopsy (Dr. J. D. Duffin) the following were 
found: (1) nephrolithiasis, bilateral, parenchymal (cal- 
cium oxalate); (2) uremia; (3) chronic pericarditis; 
(4) uremic pericarditis; (5) urzmic colitis; (6) hyper- 
trophy of heart (425 gm.); (7) bilateral hydrothorax; 
(8) ascites; (9) cedema of lungs; (10) cedema of 
thoracic and abdominal tissues; (11) petzechial hemor- 
rhages of viscera. 

The kidneys showed extensive deposition of varyin 
sized calculi throughout the cortex. These calculi varie 
in size from that of a grain of sand to clumps of crystals 
6 mm. in diameter, which on chemical analysis proved 
to be almost pure calcium oxalate. Though mainly de- 
posited in the cortex many were present in the medulla. 
The renal pelves contained no calculi. This crystal 
formation would appear to be attributable to a meta- 
bolic error a oxalic acid rather than a dyscrasia 
of calcium metabolism. Similar oxalate crystal deposi- 
tion is seen in chronic oxalic acid poisoning and in cases 
of ethylene glycol and diethylene glycol poisoning. There 
was no dilatation of ureters, pelvis or bladder. The bones 
showed no demineralization. Careful search of the thy- 
roid failed to reveal any parathyroid gland enlargement. 

On palpating the kidneys one gained the impression 
of a bag full of tiny stones. On attempting to cut 
through the kidneys the knife encountered rocky ma- 
terial. This material represented renal calculi which were 
most numerous in the cortex. They were also present in 
the medulla and in the pyramids. These calculi were 


hard but could be cut through with a sharp knife. These 





voiding. Otherwise he stated he felt perfectly well, his 
appetite was good and he slept sana. He had been 
a farmer, rancher and latterly a labourer and worked 
most of the time in the oilfields where considerable 
strength was required for his type of work. His work 
was apparently of a hazardous nature or else he must 
have Tien very careless, because his past history was 





Fig. .3.—(Case 2) K.U.B. X-ray showing bilateral 
nephrocalcinosis. 
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punctuated by numerous fractures sustained at various 
times in the course of his duties. Since 1938 the fractures 
he sustained included, a wrist, a hand, legs fractures 
some four times, and forearms some three times. Some 
of these fractures necessitated hospitalization for long 
si es In 1941 while in hospital for one of these he 
eveloped a severe hematuria. He was apparently cysto- 
aeniak. and it seems that a bladder tumour may have 
been fulgurated. 

Physical examination revealed a big heavy man well 
over 6 feet tall. He appeared healthy. The heart and 
lungs were negative. The blood pressure was 170/100. 
The belly was rather protuberant with no masses or 
tenderness. There was no costovertebral tenderness and 
the kidneys were not palpable. The rest of the physical 
examination was negative. No definite nodule could be 
felt in the thyroid region. Urinalysis: specific gravity 


1.012 alkaline, quite cloudy, albumen 1 plus, sugar nega- *’ 


tive, loaded with red blood cells to overshadow any 
white blood cells. A smear of the urinary sediment 
stained with methylene blue showed no bacteria. He 
now volunteered the information that he had passed a 
stone a year ago and that his father had died of “kidney 
stones” at 55 years of age. A plain film of the abdomen 
revealed bilateral nephrocalcinosis. 

The following day a few blood chemistry tests were 
carried out and showed the following: non-protein nitro- 
gen 139, creatinine 4.8, serum calcium 11, and _phos- 
phorus 3.6. He refused to enter hospital for further 
study. The serious nature of his condition was pointed 
out to him but he insisted that he felt well enough to 
return to work. He did try to work for a few days but 
found this impossible. He now reconciled himself to the 


STERNAL MARROW ASPIRATION 
IN MILIARY TUBERCULOSIS* 


A. R. ARMSTRONG, M.D., B.Sc., 
W. ANDERSON, M.B., Ch.B. and 
J. H. LEE, M.D., F.A.C.P., F.C.C.P., 
Hamilton 


InN 1945 FE. M. SCHLEICHER’? of the Minneapolis 
General Hospital reported that miliary tuber- 
culosis could be detected at an early stage by 
means of sternal aspiration and sectioning of 
sternal marrow particles. He suggested that the 
procedure might be a usetul tool in diagnosis 
and in prognosis of miliary disease. The report 
included data on several cases in which a diag- 
nosis of miliary tuberculosis was not even con- 
sidered, but which were found to have miliary 
tubercles in the sectioned marrow tissue. 

The importance of Schleicher’s. observation 
was emphasized by the accumulating evidence 
that miliary tuberculosis responded favourably 
to early treatment with streptomycin. However, 
it was unknown whether or not miliary tubercles 
were likely to be encountered in seriously ill 
patients in whom blood stream dissemination is 
known to take place from time to time. Nor had 
it been determined with what frequency. the 


*The Mountain Sanatorium, Hamilton, Ont. 
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seriousness of his condition but still refused hospitaliza- 
tion and has not been heard from since, though en- 
couraged to return. 

Whether the numerous fractures that are part of his 
history were really pathological in nature is difficult to 
say. However, with the numerous hospital admissions 
and many x-rays taken it seems that this would have 
been revealed at one time or another. 


SUMMARY 


Two cases of nephrocalcinosis are reported. 
Both had long periods of immobilization in bed. 
It is suggested that this may have been the 
initiating factor in the lesion, in individuals pre- 
disposed to the condition, for some unknown 
reason. 
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aspiration procedure might be expected to fail 
to detect disease in miliary cases. 

This is a report of an investigation carried 
out to throw light on these questions. It con- 
cerns examination of 145 cases of miliary and 
non-miliary tuberculosis on whom this manceu- 
vre was carried out over the past two or three 
years, either for the purpose of establishing a 
control series or in an attempt to establish his- 
tological confirmation of a clinical or radio- 
logical diagnosis. 

The term “miliary tuberculosis” as used sub- 
sequently in this report refers to the generalized 
blood-borne dissemination of tubercle bacilli in 
which their arrest is followed by histological 
reaction and specifically does not refer to the 
local dissemination of disease which is some- 
times radiologically demonstrable in a single 
lung or part thereof—a condition frequently re- 
ferred to by some clinicians as “localized miliary 
tuberculosis”. 

In order that a correct evaluation of the 
results of sternal biopsies might be made, in- 
vestigations were first completed on 125 sana- 
torium patients, all of whom were suffering 
from active tuberculosis. While no accurate 
record of the type or distribution of disease in 
this control group is available, a deliberate at- 
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tempt was made to include patients in whom 
the disease was either moderately or far ad- 
vanced and in many of whom there was evi- 
dence of widespread disease involving bone, 
genito-urinary or gastro-intestinal tracts. Further- 
more, in view of the clinical impression that 
tuberculosis is more active in diabetics, a num- 
ber of such patients were included in the control 
series. 

While the technique of aspiration and prep- 
aration of the sections has been given in detail 
in a previous publication,* it should be stated 
in view of the reported difficulty in obtaining 
‘sufficient material from children, that the cases 
presently under consideration, with three ex- 
ceptions, were adults. In only very rare instances 
where a determined effort to cbtain marrow was 
made, was an insufficient number of “units” ob- 
tained. In those cases where the initial site of 
puncture afforded a “dry tap”, moving the 
needle a few mm. over the periosteal surface 
before re-inserting it usually resulted in success. 
It should be reiterated at this time that in the 
opinion of the authors, it is essential to use a 
syringe of not less than 50 c.c. capacity and 
preferably larger, in order that a sufficiently high 
negative pressure may be obtained initially to 
break away the marrow particles from the 
medullary cavity. In all instances, the specimens 
were cut serially and several slides made. All 
sections were examined on at least three sepa- 
rate occasions in both the control and miliary 
series. 

The results of the study were as follows: 








SN siete, WEIRD cess inccsstatinstiniensaiiaisnitaciasibiicatatacaidaluccbliadaalaaiaie 145 


Non-miliary Cases 
Pleo tembierces inh WIRE WOW ccccctcecsscsssesesscsssessnssssonsnsnctes 125 


Miliary Cases 
(a) Tietbewcles fin WiQeT We cncccscccrcscsnssssnesccenneensine 16 
(b) Questionable tubercles in marrow ........... 1 
(0) No tubercles im marrow .eccccccccccsssssssssssssssssesee 3 


In the 16 instances in which miliary tuber- 
cles were found in the biopsy specimens, 15 
were demonstrated in a first aspiration. In the 
remaining case it was necessary to repeat the 
procedure. 

Of the one doubtful and three negative cases, 
three were children and in the fourth the speci- 
men was taken at some distance from the 
laboratory and the marrow transported through 
the mails. . 


t 
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While no useful purpose can be served by a 
detailed clinical examination of the miliary cases 
under discussion, it can be stated that all but 
one were considered to have had generalized 
blood-borne infection and demonstrated radio- 
logically the typical appearance of pulmonary 
miliary tuberculosis. In the remaining case the 
typical radiological appearance did not become 
evident until after the diagnosis had been con- 
firmed by sternal biopsy. 


SUMMARY AND CONCLUSIONS 


Aspirated sternal marrow was subjected to 
histological sectioning in 145 cases of active 
tuberculosis. Sixteen of 20 miliary cases amongst 
these were demonstrated to have tubercles in the 
marrow. Of the four without evidence, three 
were children. None of the 125 non-miliary cases 
had marrow lesions. 


The expenses of this investigation were defrayed by 
funds from the W. D. Wilson Trust. The authors are 
indebted to the superintendents and staffs of the Toronto 
Hospital, Weston; The Ontario Hospital, Woodstock; 
The Toronto General Hospital; The Muskoka Hospital 


_ for Tuberculosis; The Miller Bay Indian Hospital, Prince 


Rupert; and the Chas. Camsel Indian Hospital, Edmon- 
ton; for making eases available to us for study. 
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PNEUMOCONIOSIS 


Pneumoconiosis of American hard-coal and _soft-coal 
workers and in Scottish coal workers manifests two 
distinct forms, the simple and the complicated. Simple 
pneumoconiosis is characterized by soft dust macules, 
fairly evenly disposed throughout the lung substance and 
showing little fibrosis amongst a large amount of dust. 
Focal emphysema often occurs in relation to dust macules 
and is a striking feature of this form of the disease. 
Simple mechanical accumulation of dust, rather than the 
activity of free silica, appears to be the main factor in the 
genesis. There is no evidence of the operation of any 
agent other than the dust. 

The complicated form of pneumoconiosis occurs 
sporadically and manifests itself as densely fibrous and 
pigmented masses in which colligative necrosis or tuber- 
culosis may be present. The complicating factor is 
probably infective in all instances, and evidence is ad- 
vanced for regarding the infection as being tuberculous. 
—Heppleston, A. M. A.: Arch. Ind. Hyg. & Occ. Med., 
4: 270, 1951. 
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CASE REPORTS 


CAROTID BODY TUMOUR 


A. DOBSON, B.A., M.D. and 
WALTER C. MacKENZIE, M.D., 
F.R.C.S.[C.], Edmonton 


THE EXCISION OF A SUPERFICIAL TUMOUR in the 
neck often appears to be a minor procedure. 
Experience teaches that often such superficial 
tumours may extend deeply and involve vital 
structures—rendering a maxim that “a lump in 
the neck should never be removed in a minor 
surgical unit with limited equipment, lack of 
assistance and restricted anesthesia”. It should 
always be undertaken where adequate equip- 
ment, a competent anesthesiologist and adequate 
assistance are available. The excision of most of 
these lesions is a major procedure and carotid 
body tumour falls into this group. 

Carotid body tumour is a laterally placed 
tumour which has to be differentiated from 
branchial cleft cysts, a laterally placed metastatic 
lesion from a papillary adenocarcinoma of the 
thyroid, neurofibromata, and so on. It is distin- 
guished from these by being located at the site 
of the bifurcation of the common carotid and by 
being mobile laterally but not vertically. 

Clinical features.—This tumour is usually 
symptomless but may cause symptoms by pres- 
sure on an adjacent structure such as the pharynx 
or one of the nerves in the region, including in 
order of frequency: the vagus, hypoglossal, cervi- 
cal sympathetic, glossopharyngeal, spinal ac- 
cessory nerves or recurrent laryngeal nerve. 
Occasionally, a bruit is heard. The tumours oc- 
cur usually after the age of twenty, most often 
in the fifth and sixth decades. 

Pathology.—Grossly, the tumour is moderately 
firm, encapsulated, with nodularity impressed 
on it by the contiguous internal and external 
carotid vessels, thus accounting for its depiction 
as the “spud tumour’. The cut surface is often 
homogeneous, yellow or orange with occasion- 
ally a hemorrhagic or necrotic area; the homo- 
geneous colour being due to its chromaffin 
nature. 

Microscopically, polyhedral cells with granu- 
lar cytoplasm arranged in an areolar manner are 
seen. The tumour is rarely malignant (Lahey and 
Warren, Illingworth and Dick), although some 
writers feel that many of these tumours are 
malignant. This latter claim does not conform 
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to the usual microscopic picture nor the usual 
operative appearance and end results. 

Occasionally the tumour encloses the carotid 
vessels too closely to render surgical removal 
possible and if such is attempted the internal 
carotid may have to be ligated, increasing the 
mortality rate up to 30%. The experienced sur- 
geon may have difficulty in deciding whether or 
not this type of tumour is operable. 


Case History 


A 28 year old female, a stenographer, was admitted 
to the University Hospital, Edmonton, on October 29, 
1950. She had a mass on the right side of her neck 
which had been present about three years. She had had 
two previous operations on her neck. Seven years previ- 
ous to admission she had a tumour removed elsewhere 
from the left side of her neck which’ proved to be a 
branchial cleft cyst and two years previous to admission 
she had a large lymph gland removed elsewhere from 
the right side of her neck. Apparently this gland was 
situated on carotid body tumour on the right 
side. The mass had been increasing in size and was 
producing vague pain although lately its size seemed 
stationary, but the mass interfered with the movements 
of her neck. She stated it seemed to enlarge when she 
was tired but returned to normal with rest. 

Examination showed a mass in the region of the mid 
right sternocleidomastoid muscle, 2 x 3 cm., freely 
mobile, non-tender and fairly tense. Fluctuation was 
questionably present. There was no fixation to the skin. 
Her general physical examination, apart from her right 
cervical area appeared to be normal. Blood pressure was 
within normal limits, 120/75. 

Operation was performed by one of us (W.C.McK.) 
on October 31, under pentothal, nitrous oxide and 
syncurine, an oblique incision being made over the 
tumour in the line of an old incision, down through the 
skin and platysma to visualize the anterior border of the 
enstheiimmeanta muscle, This was retracted posteriorly 
after encountering some bleeding in the anterior jugular 
vein tributaries in this area. The tumour was eventually 
visualized and dissected out with considerable difficulty 
from the junction of the internal and external carotid 
arteries. The tumour was situated medial and posterior 
to the bifurcation. Complete removal was accomplished 
with inconsequential bleeding. 

Pathological report by Dr. J. W. Macgregor, Provincial 
Pathologist, was as follows: 

“An irregular piece of firm grey tissue 4 x 3 x 2 cm. 
with two as grooves approximately 1 cm. in diameter 
on each lateral surface 1 cm. from its margin. The 
external surface is slightly nodular. Cut surface is largely 
homogeneous white with one dark grey area approxi- 
mately 0.5 cm. in diameter with minute cystic opening in 
it. Sections show the typical features of a carotid body 
tumour. The tumour is composed of alveolar clumps of 
polygonal cells with uniform round nuclei and finally 
granular cytoplasm. The tumour cells are supported b 
wide fibrous septa in which prominent spaces are noted. 
The picture is very uniform and no mitotic figures are 
observed. Diagnosis: Carotid body tumour.” 


CONCLUSION 


1. A case of carotid body tumour is presented. 
A branchial cleft cyst had previously been re- 
moved in the same patient. ’ 

2. Emphasis is placed on the fact that the ex- 
cision of what apparently appears to be a simple 
tumour of the neck may be in reality a formid- 
able procedure. 
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8. The excision of tumours of the neck should 
never be undertaken without adequate equip- 


ment, assistance and anesthesia. 
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TETANUS REACTION 
W. J. COPEMAN, M.D., Sundridg2, Ont. 


At 10 O'CLOCK IN THE EVENING of May 4, 1951 
a healthy 11 year old boy was brought into my 
office with a fish hook in the anterior aspect of 
his left middle finger. 

In the course of treatment I gave him a skin 
test dose of tetanus antitoxin 0.1 c.c. intra- 
cutaneously in the anterior aspect of the right 
forearm. It was first enquired of the patient if 
he had had asthma, eczema, hay fever or other 
allergy. To this he replied in the negative. 

Two minutes following the skin test the pa- 
tient commenced rubbing his eyes, and a copious 
nasal discharge appeared. He rapidly became 
red in the face and very dyspneeic. He com- 
plained of burning in his chest. A severe cough 
and sneeze developed which was almost con- 
tinuous. In less than 5 minutes the eyes were 
closed due to cedema of the lids and large 
urticarial welts had appeared on his forearms, 
chest and head. There was now a large area of 
reaction over two inches in diameter surround- 
ing the site of the intracutaneous test. The pulse 
was 130. The patient was acutely ill. 

He was given 0.2 c.c. of adrenalin chloride 
solution 1:1,000 by hypodermic. Following the 
adrenalin there was a gradual subsidence of the 
symptoms. The cough, sneeze and burning in 


the chest were the first to disappear in five or 
ten minutes. One hour after the adrenalin the 
eyes could only be opened a mere slit and that 
with difficulty. The patient was drowsy. 

Two hours after the adrenalin the patient was 
comfortable. The eyes were still only opened 
with difficulty. Cough and sneeze were entirely 
gone, the nose had cleared, pulse 100. The skin 
still contained large urticarial welts. 

As a precaution the patient was admitted to 
hospital. The next morning he was relatively 
well. However the oedema of the eyelids had 
increased and the eyes were again closed tight. 
He was given 0.2 c.c. adrenalin in the morning 
and again in the afternoon. This relieved the skin 
and the eyes. 

The patient was discharged home on the 
second day byt some cedema of the lids per- 
sisted for several days longer. 


CONCLUSIONS 


A negative history of allergy cannot be 
entirely relied upon. 

Adrenalin relieved the reaction. 

A skin test dose should always be used before 
giving A.T.S. 

The above related reaction was so violent and 
the patient so ill that the author feels certain 
the patient would have died even with adrenalin 
had the boy received a preventive dose initially. 





PEMPHIGUS VULGARIS TREATED 
WITH CORTISONE ACETATE 


J. S. POLSON, M.D.,* R. W. BLACK, M.D.+ 
and C. J. PATTEE, M.D.} Montreal 


PEMPHIGUS VULGARIS has always been a prob- 
lem both from the point of view of etiology and 
therapy. It is a disease characterized by the 
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development of crops of bullz which are at first 
clear and tense but later may become flaccid and 
hemorrhagic, showing a tendency to become 
secondarily infected. 

The mouth is not infrequently one of the first 
areas to be invaded. The mucous membrane be- 
comes almost denuded, making adequate diet 
difficult. The lack of proper nutrition and sec- 
ondary infection of the lesion frequently results 
in deterioration of the patient’s condition and 
complication by intercurrent infection. 

The prognosis is grave, some authors state 
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that all patients in whom the diagnosis is cor- 
rectly made die eventually, in spite of occasional 
remissions. Others, however, take a more hope- 
ful attitude and report arrest of symptoms. 

The etiology of pemphigus is in doubt. It is 
generally regarded as having a toxic origin. 
Streptococcal and viral organisms have both 
been incriminated but their action is not 
definitely established; there have also been 
theories of a neuropathic etiology.” * 

It is thought by some that changes in the 
suprarenal glands play a part in the disease since 
in exacerbation, electrolyte studies of blood 
serum show a similarity to that of Addison’s 
disease. Goldzieher* claims to have found re- 
gressive changes in the suprarenals of six pa- 
tients dying from pemphigus. Kuhn and Iverson‘ 
have stated, however, that in their experience 
the changes in most cases were non-specific. 

Treatment of pemphigus because of the lack 
of knowledge of etiology has been unsatis- 
factory. Apart from general supportive measures 
such as high calorie diet, vitamins, frequent 
blood transfusions, and the use of antiseptic 
preparations locally, many other remedies have 
been used with varying success; for example: 
convalescent serum and vaccines, large doses of 
vitamin D, arsenicals, and mercurials, chemo- 
therapeutic agents such as suramin and sulfona- 
mides, and antibiotics such as penicillin and 
aureomycin. Macht and Astro® have suggested 
x-ray therapy to liver and spleen. 

Adrenal cortical extract has also been used 
because of the Addisonian-like changes noted in 
some of these cases. Because of reports of im- 
provement with adrenal cortical extract’ it has 
been considered that cortisone might also 
benefit this disease, especially when we note the 
diversity of inflammatory diseases in which it is 
beneficial.® The following is a report of a case of 
pemphigus vulgaris treated with cortisone 
acetate at the Queen Mary Veterans’ Hospital: 


The patient, an 81 year old male, was admitted to the 
Queen Mary Veterans’ Hospital on May 8, 1950, with the 
diagnosis of pemphigus vulgaris. 

History of eruption went back two and a half weeks 
prior to admission. 

On admission patient had a scattered multiform erup- 
tion on the trunk, head, neck, arms and thighs, also ery- 
themato-papular, urticarial and some urticario-vesicular 
lesions. There were a number of bullous lesions, some 
of which were encrusted. Skin biopsy of both bullous 
and urticarial lesions demonstrated a-pemphigoid type 
of eruption. The general condition of the patient on ad- 
mission was only fairly good because .apart from dermato- 
logical lesions he had pulmonary emphysema, Paget’s 
disease (mild), chronic prostatitis, arteriosclerosis and 


- especially on the extremities. These rapidly 
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hypertension (blood pressure 180/75) plus cardiac en- 
largement, bilateral deafness and_ bilateral inguinal 
hernia. The patient also had unsteadiness of gait which 
was thought to be due to arteriosclerotic central nervous 
system changes. There was a high erythrocyte sedimen- 
tation rate (60 Westergren) but the white blood cell 
count was only 6,600. An eosinophilia of 4% was noted. 

Culture of lesions was done and fluid from bull 
was 32 per c.mm. 

Local therapy consisting of saline compresses was 
started on admission. He was given antihistamine drugs 
(antistine and neo-antergan) and later gantresin and 
penicillin, and then aureomycin. None of these measures 
appeared to influence the disease. He began to run a 
low grade fever, the urticario-vesicular lesions became 
generalized and many new bullous lesions appeared 

Satene 
hemorrhagic. He was toxic and drowsy and complained 
of excessive pain from the lesions. 

On May 27, 19 days after admission, the patient was 
given a course of cortisone acetate on the advice of Dr. 
C. J. Pattee. This course consisted of intramuscular in- 
jections 300 mgm. the first day and 200 mgm. the 
second day and then 100 mgm. daily for the next six 
days. At this point the drug was discontinued because 
the patient’s blood pressure began to rise (200/100), 
he showed a weight gain of ten pounds and developed 
dependent cedema ot rales at the lung bases. 

Even during this short course, however, the patient 
improved. He felt better subjectively and appeared 
slightly euphoric. No new lesions appeared and _ his 
temperature became normal. He was off cortisone for 
six days and during this time he deteriorated rapidly. 
Temperature rose to 103° F, he became toxic and 
delirious and many new crops of skin lesions appeared 
including a generalized purpura. Cortisone therapy was 
resumed at this point and over a period of 47 days the 
patient was kept on a daily dose varying from 50 to 100 
mgm. daily, (75 mgm. daily appeared to be necessary 
as a maintenance dose. Any lower dosage was followed 
by a flare-up of lesions within 24 hours). He was given 
a low sodium diet. With resumption of cortisone therapy 
the purpuric lesions cleared rapidly and the urticario- 
vesicular lesions cleared slowly and he became afebrile. 

During the last 11 days of therapy the patient re- 
mained almost completely free of lesions. 

As has been noted the patient had an eosinophilia, 
direct eosinophile count was 1,400 per c.mm. On corti- 
sone therapy this fell markedly and seemed to be an 
index of the response that could be expected in the skin 
lesions. 

The patient had mild Paget’s disease. During the 
cortisone therapy, alkaline phosphatase fell from 24.7 
Shinawara units to 6.3 units. 

Previous to therapy the patient had a chronic prosta- 
titis with prostatic fluid containing 40 to 50 white blood 
cells per Pigh power field. Following the first week of 
cortisone the prostatic fluid showed only an occasional 
white blood cell. This level of improvement was main- 
tained. 

Cortisone was discontinued on July 26, 1950, the 
patient having received in all 5.4 gm. His direct eosino- 

hile count which had been less than 100 since July 1, 
Saude to rise till it reached 1,000 on August 8. It re- 
mained at this level thereafter. 

On July 28, 1950, he began to run a low grade fever 
and a few painful urticario-vesicular lesions were noted 
on the trunk, neck and extremities. The patient’s condi- 
tion began to deteriorate. He was listless and irritable 
and all lesions noted before treatment began to recur. 

On August 1, 1950, he required codeine gr. 1 every 
three hours for pain. He was drowsy and took little 
nourishment, fever was 101 to 102° F., breathing was 
rapid and shallow, and he expired on August 26. 

Post mortem findings, apart from the dermatological 
lesions and Pagetoid bone changes, demonstrated a 
confluent bronchopneumonia. The adrenals appeared 
normal both grossly and microscopically. The prostate 
showed the presence of a benign adenoma with no 
inflammatory changes. 
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SUMMARY 


A case of pemphigus vulgaris treated with 
cortisone is presented. 75 mgm. intramuscularly, 
daily was required to control the disease. The 
effect on the elevated alkaline pliosphatase and 
chronic prostatitis present in this patient is 
recorded. 
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DEATH FOLLOWING INJECTION 
OF SODIUM MORRHUATE 


J. A. PELLER, M.D.* and 
R. W. GUNTON, M.D.,t Toronto 


ANAPHYLACTOID REACTIONS are well known to 
follow the intravenous injection of sodium mot- 
rhuate in the treatment of varicose veins, and it 
is probable that fatalities from this cause are 
not as rare as a review of the medical literature 
would indicate. Shelley: reported a case in which 
death followed the intravenous injection of 
mono-ethanolamine oleate (monolate). His pa- 
tient had a generalized convulsion, collapsed 
and died about ten minutes after the third 
weekly injection. He pointed out that although 
there are no reports of similar deaths after the 
use of sodium morrhuate, he knows of three such 
fatalities. The Council on Pharmacy and Chem- 
istry of the American Medical Association? 
reported a case in which death was attributed 
to pulmonary embolism, but a post-mortem ex- 
amination was not done. An anonymous letter 
recorded editorially in The Journal of the 
American Medical Association* cites a death fol- 
lowing a severe allergic reaction to sodium mor- 
rhuate, but again without post-mortem examina- 
tion. We are reporting a case of severe collapse 
after a single injection of sodium morrhuate, 
followed by cerebral thrombosis, multiple 
hemorrhages, and a fatal hemorrhage into the 
area of cerebral softening. 


SUMMARY OF CLINICAL HISTORY 


A 62 year old woman presented herself at a physician’s 
office for the treatment of varicose veins of the left calf. 
Examination showed a tender varicosity without any 
evidence of phlebitis. The Trendelenburg and Perthes 
tests demonstrated the patency of the communicating 
valves and the deep veins. Two c.c. of a 5% solution of 
sodium morrhuate were injected into the affected vein. 
The patient sat up, put on her stocking and shoe, and 
then suddenly wink She became pulseless, deeply 
cyanotic and her respirations ceased. The physician im- 
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mediately injected 5 c.c. of coramine intravenously, 5 
c.c. of coramine intramuscularly, and 5 minims of a 
1:1,000 solution of epinephrine subcutaneously. In a few 
minutes (exact time not known) her colour improved, 
her respirations and pulse returned, but she remained 
unconscious. She was admitted to the Toronto General 
Hospital about one hour after the sodium morrhuate 
injection. 

Information from relatives disclosed that she had 
previously been in excellent health, complaining onl 
recently of a prominent tender vein in hee left calf. 
There was no history of previous sodium morrhuate 
therapy, hypertension, or cerebro-vascular disease. 

Physical examination revealed: Temperature of 99° 
F., pulse 100 and regular, respirations 25 and stertorous. 
Her colour was good. She was deeply comatose and 
could not be roused by firm supra-orbital pressure. 
There was a complete left hemiplegia. The abdominal 
reflexes were absent, the tendon jerks brisk and equal, 
the plantar response on the left was extensor. The 
ocular fundi were normal. The cardiac rate was 100 per 
minute and regular. The heart was slightly enlarged to 
the left. The blood pressure was 170/95. Spinal puncture 
revealed an intrathecal pressure of 80 mm. of water. The 
cerebro-spinal fluid, after the first few drops, was grossly 
bloody. A diagnosis of right intracerebral hemorrhage 
with rupture into the lateral ventricle was made. 

Approximately four hours after admission, large ec- 
chymoses appeared in the skin of the left breast, the left 
antecubital fossa, and the right hip. Eight hours later, 
bleeding was noted from the urethra. The blood pressure 
at this time was 130/100. A transfusion was started but 
she died a few hours later, in all, about sixteen hours 
after admission to hospital. 

Laboratory investigation: Hzmoglobin 97%; red 
blood cells 5.2 million; white blood cells 18,200; dif- 
ferential count, 83% neutrophiles, 13% lymphocytes, 
and 4% monocytes; red blood cells and platelets normal 
on blood smear; bone marrow smear normal; bleeding 
time 15144:-minutes (normal 2 minutes); coagulation time 
7 minutes (normal 5 minutes); prothrombin level 100%. 


SUMMARY OF AUTOPSY FINDINGS 


There were ecchymoses in the skin of the anterior 
chest wall and limbs, the right conjunctiva, the left 
breast, and adjacent pectoral muscle. A circular brownish 
indurated area on the left calf, measuring 3 cm. in 
diameter, marked the site of the sodium morrhuate in- 
jection. The cerebro-spinal fluid was grossly bloody. The 
brain weighed 1,220 gm. In the fixed specimen, the 
right cerebral hemisphere was cedematous; the orbital 
and lateral surfaces were softened. There was no athero- 
sclerosis of the cerebral arteries. Toward the lateral side 
of the stem of the lateral fissure, the right middle cerebral 
artery was occluded by firm, pale, antemortem thrombus. 
Horizontal section of the brain at the level of the basal 
ganglia (Fig. 1), showed a large, recent linear hemor- 
rhage in the right external capsule. A smaller independent 
hemorrhage in the head of the right caudate nucleus 
had ruptured into the anterior horn of the right lateral 
ventricle. The heart weighed 375 gm. The left ventricle 
was moderately hypertrophied (2 cm. in thickness). 
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Fig. 1.—Horizontal section of the brain at the level of 
the basal ganglia. There is a massive linear hemorrhage 
in the right external capsule and a smaller independent 
hemorrhage in the head of the right caudate nucleus; 
the latter has ruptured into the anterior horn of the right 
lateral ventricle. 


There was moderate atherosclerosis of the coronary 
arteries but they were widely patent. There were no 
mural thrombi and the foramen ovale was not patent. 
The lungs were normal. The pelves and ureters of both 
kidneys were filled with fluid and clotted blood, and 
the renal sinuses were distended with blood. The bladder 
contained 400 c.c. of bloody urine. 

Microscopically, the right middle cerebral artery was 
occluded by a recent thrombus but was otherwise normal. 
At the level of section, the thrombus was not adherent 
to the intima. The brain tissue at the border of the 
hemorrhagic cavity showed the changes of early soften- 
ing. The corium and subcutaneous tissues from the 
injection site were oedematous but there was no cellular 
exudate. The medullary veins of the kidneys were con- 
gested. The hzmorrhage into the calyces and pelves ap- 
peared to have occurred from the renal sinuses. A 
pinacyanol stain for mast cells was done on sections of 
skin from the injection site, brain, lung, and liver. Mast 
cells were found in all sections except those of the brain. 
In the liver, the mast cells were large, amoeboid, and 
numerous. They were frequently surrounded by meta- 
chromatic granules identical with those of the cyto- 
plasm. Dr. Sylvia Bensley interpreted this appearance 
as that which is usually seen with increased mast cell 
activity. 


DIscussiIoNn 


The incidence of anaphylactoid reactions fol- 
lowing injection therapy of varicose veins has 
been reported to be about 1.7% by Rosenzweig, 
Ascher and Zlatkin* and about 0.1% by Melkon 
and Scheidell.» These reacticns are character- 
ized by vascular collapse, respiratory depression, 
gastro-intestinal disturbances and urticaria. They 
usually occur within a few minutes of the intra- 
venous injection, and commonly some months 
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separate previous doses from the reactive dose.® 
Although there was no history of previous 
varicose vein therapy or sodium morrhuate in- 
jection in our case, we believe that the immedi- 
ate vascular collapse, respiratory depression, and 
loss of consciousness were the result of an 
anaphylactoid reaction to the sodium morrhuate. 

The sodium morrhuate used as a sclerosing 
agent in the therapy of varicose veins is not the 
sodium salt of morrhuic acid implied by the 
name. It is a heterogeneous mixture of the sodium 
salts of various saturated and unsaturated fatty 
acids obtained from cod liver oil. Jensen and 
Jannke’ examined several commercial prepara- 
tions of sodium morrhuate and found that there 
was a wide variation in the physical, chemical, 
and sclerosing properties. They suggested that 
“nitrogen-containing acid impurities” extracted 
from the cod liver oil may be responsible for 
reported cases of “protein shock” following 
sodium morrhuate therapy. It seems possible 
therefore, that sensitization to commercial prep- 
arations of sodium morrhuate may result from 
any drugs or materials containing similar fatty 
acids or “nitrogen-containing acid impurities”. 

We believe that the thrombus in the right 
middle cerebral artery, responsible for the cere- 
bral softening, developed in situ. The obliter- 
ated foramen ovale excludes the possibility of 
paradoxical embolism; the absence of thrombus 
in the pulmonary veins, left heart, and aorta is 
strong evidence against arterial embolism. 
Nevertheless it must be admitted that thrombosis 
in situ in a normal cerebral artery is an unusual 
occurrence. Gardiner® reported a case of ana- 
phylactoid reaction and transient hemiplegia, 
following the intravenous injection of sodium 
morrhuate. The striking similarity in the initial 
course of his case and ours suggests a similar 
pathogenesis in both. 

The nature of the bleeding tendency is ob- 
scure. The prolonged bleeding time suggests 
capillary damage. In the absence of any other 
demonstrable abnormality, the appearance of 
the mast cells suggests that an increase of cir- 
culating heparin or “heparinoid substances” may 
have contributed to the generalized hemor- 
rhages. The relationship between blood in- 
coagulability and the histological evidence of 
mast cell activity has recently been discussed 
by Finlay and Barrie.*® 

It appears, then, that this woman, probably 
a hypertensive, developed anaphylactoid shock 
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within a few moments of receiving a single 
intravenous injection of sodium morrhuate. 
Thrombosis of the right middle cerebral artery 
occurred during the period of shock. It seems 
reasonable to assume that the generalized 
bleeding tendency which led to the fatal heemor- 
rhage into the area of cerebral softening was due 
to the anaphylactoid reaction. 


It is a penne for the authors to thank Dr. H. J. 


Barrie for his assistance in the preparation of this paper. 
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We are indebted to Dr. A. H. Squires for permission 
to publish this. case. 
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ACID-FAST INFECTION 
OF THE UMBILICUS* 


RUPERT F. WARREN, B.Sc., M.D., 
F.R.C.S.[C.], Toronto 


INFECTIONS OF THE UMBILICUS in adults are rare, 
though common in the very young. This region 
soon acquires a relative immunity to pathologi- 
cal organisms in common with the perineum and 
peri-anal tissues. Emphasis on congenital ab- 
normalities is stressed in view of the embryo- 
logical importance of this location, and the 
presence of infection always raises the question 
of some underlying developmental defect. The 
following case is presented because of the prob- 
lem it presented in diagnosis. 


M.K. This 41-year old white male was in his usual 
good health till May 25, 1949, when he first noticed an 
irritating erythematous rash in the peri-umbilical region. 
Seeking medical attention, he was treated for ten days 
as having an “eczema”, without noticeable improvement. 
At the end of this period he developed a dull aching 

ain in the umbilicus and within a low days began to 

ischarge a thin, watery, purulent material, whereupon 
his pain became less acute. A surgical opinion was re- 
quested and led to his admission to hospital for 
investigation. 

When seen on June 10, he was complaining of dull 
aching pain in the umbilicus, and was now obliged to 
wear an abdominal dressing because of the soiling effect 
of the copious umbilical discharge. This flow of purulent 
material issued from a small sinus in the centre of the 
umbilical dimple. Pressure around the umbilicus pro- 
duced exudate but nowhere in the same proportions as 
did stripping the abdomen upwards. Because of this a 
tentative diagnosis was made of an infected urachal 
cyst. * 

Past illnesses.—Apart from the usual childhood dis- 
eases, early life had been free of serious illness. For the 
past 15 years he had been a victim .of “arthritis of the 
spine”, and despite repeated chiropractic endeavours, he 
showed a marked dorsal kyphosis and spinal fusion at 
the time of admission. 

Seven years prior to this admission he had been 
hospitalized in a sanatorium for a pleural effusion, al- 
though at no time had tubercle bacilli been identified. 


*From the Department of Pathology, Toronto East Gen- 
eral Hospital, Toronto. 


Following sanatorium treatment he had enjoyed freedom 
from respiratory distress. 

A careful and comprehensive physical examination 
showed nothing abnormal except in the neighbourhood 
of the umbilicus. 

Several days after admission, the umbilicus showed for 
the first time a small pouting raspberry-like projection 
which was not unlike a small patch of mucous membrane. 
From the centre of this issued the thin watery material 
already described. A sterile probe was inserted into this 
sinus and without pressure fell into a tract directed 
backwards towards the peritoneum. This extended one 
inch without meeting any obstruction. Fear of per- 
forating the peritoneum precluded further exploration 
at that time. Culture and smears of the purulent material 
were made. 

Laboratory investigation—Hzmoglobin on admission 
was 98%, the red blood count 4,990,000 and white cell 
count 9,200. The urinalysis, both gross and microscopic 
was entirely negative. Sedimentation rate on admission 
was 16 mm./hr., and rose rapidly within a few days to 
54 mm./hr. and subsided to normal over a month’s time. 
Culture of the umbilical discharge for ordinary patho- 
genic organisms was entirely negative. Smears showed 
pus cells only. However, when stained by the Ziehl- 
Neelsen method acid-fast organisms were found in 
abundance on five successive days. 

The remainder of the physical examination and func- 
tional enquiry was entirely negative. X-rays of the chest 
failed to show any active foci of tuberculosis. Intra- 
venous pyelograms and barium enemata studies of large 
bowel were negative. 

On the basis of finding acid-fast bacilli consistently, a 
tentative diagnosis was now made of tuberculosis of an 
umbilical sinus. However, to establish this diagnosis 
animal cultures of umbilical pus were made to guinea 

igs and a similar study made of bladder urine and 
zeces. Pending the results of these cultures application 
was made to have the patient transferred to sanatorium 
care. 

At the end of one month’s hospitalization and before 
a transfer was made, he began to improve in general 
well-being. The discharge and pain lessened and he 
resisted strenuously all attempts at continued therapy. 
He was started on streptomycin while still in hospital 
but no claim is advanced for its usefulness here as 
chemotherapy was initiated after the patient had begun 
to show unmistakeable signs of improvement. He was 
discharged to his own doctor who continued a course 
of streptomycin. Within two weeks of discharge all 
signs a umbilical disease had ceased and the patient 
was completely free of pain. 

He has been seen repeatedly in the past two years 
and has continued in apparent good health and is still 
free of symptoms. 

It saan after his spontaneous return to health, 
aided perhaps in small measure by a related course of 
streptomycin, that the returns of animal inoculations 
revealed that in no case had tuberculosis been cultured. 
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DIscUuSSION 


The history, clinical findings and identification 
of acid-fast bacilli in this case strongly suggested 
a tuberculous lesion of the umbilicus. As such 
lesions are quite rare in Canada, and usually 
associated with umbilical fistulae, much interest 
was centred on the bacteriology of the case. 

A patent urachus with tubercle bacilli present 
is described by Briddon and Eliot.? Tuberculosis 
of the intestine with peritonitis in Central China 
is not uncommonly associated with umbilical dis- 
charge according to McClure.? Cullen* reports 
instances of such fistule following tuberculous 
infections of peritoneum, vas deferens and in- 
testine. But he casts doubts on reported cases 
where writers describe acid-fast bacilli in the 
sebaceous concretions of the umbilicus and 
thereupon diagnose tuberculosis. Into this class 
the writer's case probably falls. The diagnosis 
of tuberculosis rests not only with the finding 
of acid-fast bacilli which are typical, but also 
with reproducing these organisms on accepted 
culture media and proving their pathogenicity 
by animal inoculation. This constitutes one of 
the points of differentiation between smegma 
bacilli and other allied forms. 

Following the negative cultures in this case a 


PAGET’S DISEASE OF SKULL 
WITH BASILAR INVAGINATION 
(PLATYBASIA) AND INTERNAL 
HYDROCEPHALUS 


F. GERARD ALLISON, M.R.C.P.(Lond.), 
F.A.C.P.* and D. W. PENNER, M.D.,t 
Winnipeg 


INVAGINATION OF THE BASE Of the skull may be 
associated with congenital defects of the upper 
cervical vertebra, e.g., fusion of spina bifida 
occulta, or may be due to softening of the 
calvarium by Paget’s disease, osteomalacia or 
hyperparathyroidism. The condition is diagnosed 
roentgenologically by noting that the angle be- 
tween a line drawn from nasion to tuberculum 
selle, and a line from the latter point to the 
anterior margin of the foramen magnum is 
greater than 143°. Neurological symptoms 
simulating disseminated sclerosis with remis- 


*Lecturer in Medicine, University of Manitoba. 
fAssistant Professor of Pathology, University of Manitoba. 
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small survey of the flora of normal umbilicuses 
was carried out. Ten patients on the public ward 
were selected at random and acid-fast stains used 
on their umbilical concretions. Four of the ten 
showed acid-fast bacilli in quantity, yet none of 
the ten had any apparent lesion of that region. 


SUMMARY 


A case of infection of the umbilicus is pre- 
sented in which certain aspects suggested a 


_,tuberculous lesion. The history, the clinical find- 


ings, and the recovery of acid-fast bacilli on five 
consecutive days seemed to support this diag- 
nosis. However, the spontaneous recovery of the 
patient, begun before streptomycin was given, 
his complete recovery for the past two years and 
the inability to culture M. tuberculosis point to 
a diagnosis of umbilical infection with non- 
tuberculous acid-fast bacilli as the more reason- 
able hypothesis. 


I wish to thank Dr. S. F. Penny, Director of the De- 
partment of Pathology, Toronto East General Hospital, 
for reading this paper and offering criticisms. 
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sions, cerebellar ataxia, syringomyelia, postero- 
lateral sclerosis or posterior fossa tumour may 
occur depending on pressure or displacement of 
the cerebellum and medulla. Hydrocephalus 
may result from jamming the cerebellum into 
the foramen magnum or stenosis of the aqueduct 
of Sylvius.! Routine lateral x-ray of the skull 
with upper cervical vertebre is recommended 
in all such cases.? Moreton* collected 139 cases 
of platybasia at the Mayo Clinic by means of 
x-ray diagnosis: 41 had associated congenital 
abnormalities of the cervical spine. 


A male aged 68 had been retired for several years 
because of increasing deafness. No other known symp- 
toms till 7 a.m. March 27, 1949; when his housekeeper 
found him playing solitaire and asking for his dinner. 
His confusion continued that day which he spent in bed. 
By evening he was stuporous and feverish and was sent 
to hospital by his physician. | 

He could move all his limbs normally and could be 
roused to say a few words. He had no voluntary com- 
plaints. During the night he vomited once and was in- 
continent of urine. 

The urine had a specific gravity 1.016, trace of albu- 
men, no sugar, occasional red blood cells and white blood 
cells. Blood urea 14 mgm. %. Lumbar puncture pressure 
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210 mm. after removal of 6 c.c. Mastic negative, Wasser- 
mann negative, protein 46 mgm., no cells. White blood 
cells total count 2,800, segmented 70, stabs 10, lympho- 
cytes 17, monocytes 3; blood sedimentation rate 54 
mm./hr. 

The following morning he was seen by one of the 
authors and at this time his temperature was 104° = 
axilla. Pulse 136 regular. He was in a snoring coma wit 
slight cyanosis. Prominent parietal bones were noted 
and very large tortuous temporal arteries. The eyes 
rolled slowly from side to side. Pupils equal and regu- 
lar. Doubtful reaction to light. Fundi could not be seen 
through the small pupils. Carotid and femoral pulsations 
normal. Cardiac apex not felt. Heart sounds normal with 
no murmurs. Blood pressure 150/80. No lung dullness. 
Breath sounds normal. Crepitations in left base. Ab- 
domen negative. Right knee jerk normal. Left knee 
jerk not elicited. Plantar reflexes showed bilateral up- 
going toes. All limbs showed marked spasticity which 
was interpreted as decérebrate rigidity. A request was 
made for x-rays of the chest and skull and for examina- 
tion of fundi under homatropine. The latter were nega- 
tive. 

A tentative diagnosis was made of cerebro-vascular 
accident pontine, with terminal hyperpyrexia. 
Portable chest plate suggested slight cardiac enlarge- 
ment and showed left Ralonae obscured by a septic 
process in left lower lobe. The technician was reluctant 
to attempt a portable skull plate and most unfortunately 
this was not done. 

Treatment consisted of penicillin, oxygen, suction, air- 
way and intravenous fluids, including 200 c.c. 20% 
sucrose daily. 

The patient’s physician informed the authors as to the 
subsequent course. The temperature rose to 105.4° by 
axilla and the pulse to 148. The rigidity and the state 
of consciousness varied greatly, sometimes returning 
to normal for a few hours. A portable chest plate on 
April 1 showed mottling in both lower lobes interpreted 
as bronchopneumonia. The patient died on April 3, and 
a post mortem was done the same day. The diagnosis 
of ee disease with platybasia and internal hydro- 
cephalus was made as the first knife cut was made in 


the skull. 


Autopsy EXAMINATION 


General examination.—The skull shows a most peculiar 
distortion. It is wedge-shaped, both in the vertical and 
the A.P. diameters. In the vertical plane the base of the 
triangle is superior and in the A.P. posterior. At the 
base of the skull there is a complete absence of the 
normal tapering between skull and neck. All other bones 
of the body are normal grossly. 

Cranial cavity.—There are numerous large prominent 
blood vessels located in the deep surface of the scalp. 
These are very marked. Vessels in these areas are tortu- 
ous, almost hemangiomatous in formation. The skull is 
extremely soft and can be cut with a knife. It is greatly 
thickened and porous, measuring up to 2.4 cm. The 
vault of the skull is increased in both the A.P. and lateral 
diameters. The base of the skull shows a marked altera- 
tion. The entire base has been pushed upwards with 
complete obliteration of the normal posterior fosse. The 
foramen magnum is at a level superior to the superior 
surface of the posterior clinoid processes. The floor of 
the middle fossa is also elevated, producing an almost 
complete obliteration of the normal posterior and middle 
fossze, the base of the latter two being almost on the 
same level as that of the anterior cranial fossa. The skull 
is porous, with numerous large prominent vessels on its 
inner surface as well as the outer. The dura is markedly 
adherent to-it, and when stripped leaves a somewhat 
irregular roughened surface. 

The brain and meninges are essentially normal. The 
convolutions of the cortex are somewhat flattened. The 
entire brain shows rather diffuse oedema. The lateral 
ventricles show a considerable degree of dilatation; there 
is no internal obstruction to the ventricular system. The 
pons, brain stem and upper cervical cord are greatly 
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flattened and one and one-half times their normal width. 
Cerebellar lobes are similarly flattened. Vessels at the 
base of the brain are soft and patent throughout show- 
ing almost no atheroma. 

The rest of the examination in summary showed 
extensive bronchopneumonia with abscess formation, 
atheroma of thd coronary arteries and congestion of the 
liver. 

The microscopic examination of the skull bones showed 
Paget’s disease. The vertebra and ribs were normal. 

The autopsy diagnosis was acute ventricular dilata- 
tion following secondary platybasia due to Paget’s dis- 
ease; bilateral bronchopneumonia. 






Fig. 1.—View of base of skull. Note distortion and 
porous thickening of skull bones. The floors of the middle 
and posterior cranial fossz are greatly elevated. 


DISCUSSION 


The deafness and a peculiar skull configura- 
tion should have suggested Paget’s disease, al- 
though the skull shape was not the classical 
football type with prominent ears and a small 
triangular face. The prominent blood vessels 
might have suggested the disease. McMichael 
has shown that extensive Paget's disease may 
lead to congestive heart failure through exten- 
sive vascularity amounting functionally to an 
arterio-venous aneurysm. Prominent blood ves- 
sels on a Paget skull are not mentioned in any 
textbooks consulted, but Paget himself describes 
one case in which the “frontal veins looked very 
full and tortuous”. ‘ 

Had this patient been seen and diagnosed 
before coma and _ bronchopneumonia super- 
vened, removal of the posterior rim of the fora- 
men magnum with laminectomy of C 1, 2 and 3 
might have restored his cerebrospinal fluid circu- 
lation. Stevens’ in 1942 collected eight operative 
cases of platybasia of whom two died, and re- 
ported one case of his own as well. Moreton® in 
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1943 reported nine such operations from the 
Mayo Clinic. 


SUMMARY 


A case of Paget’s disease with invagination of 
the base of the skull (platybasia) is described 
with secondary internal hydrocephalus leading 
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PUBLIC HEALTH WORK 
AND THE PHYSICIAN* 


G. D. W. CAMERON, M.D.,t Ottawa 


THE PRESENCE at our meeting of Dr. Church, 
the President Elect of the Canadian Medical 
Association, is a notable event. We welcome him 
most warmly, not only as a fellow worker in 
the health field but also as the official repre- 
sentative of the medical profession. 

We, in the Canadian Public Health Association 
are inclined to accept it as a matter of course 
that all the skills essential to the carrying on of 
modern public health programs are represented 
in our Association: doctors, nurses, chemists, 
statisticians, sanitary inspectors all are here in 
full right of membership. This is an important 
characteristic of our Association and one which 
gives it strength and breadth of interest. Because 
of this highly desirable state of affairs we may 
be inclined at times to forget about the very 
large group who comprise the membership of the 
Canadian Medical Association and the tre- 
mendous réle they play in public health. 

From time to time over the years there have 
developed points of friction between the public 
health group on one hand and the practising 
physicians on the other. Most of the troubles 
have been born of misunderstanding. Fortun- 
ately, by the exercise of patience and common 
sense, they have been resolved. But as you well 
know, disagreements are often magnified to the 
point of obscuring much larger and more im- 
portant areas of agreement and co-operation. It 
is profitable, therefore, for us to pay close at- 
tention to our relationships with the physicians 
because we must remember that their active 
participation is absolutely essential to the carry- 
ing out of comprehensive public health pro- 
grams. Not only has this been true in the past 
but it will become even more apparent as time 
goes on. 

*Presidential address to the Thirty-ninth Annual Meeting 


of the Canadian Public Health Association, Mount Royal 
Hotel, Montreal, Tuesday, May 29, 1951. s 
7G. D. W. Cameron, M.D., D.P.H., Deputy Minister of 


National Health, Department of National Health and Wel- 
fare, Ottawa, 
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to coma with variable decerebrate rigidity and 
death from bronchopneumonia. 
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In the early days of our western civilization 
health was regarded as a personal matter. It was 
a case of every man for himself with the phy- 
sician as the sole source of help. Early in the 
19th century collective action through the en- 
forcement of continental or international quaran- 
tine measures became an active interest of 
governments. This was followed by efforts to 
control pestilence by local regulation. Health 
Departments ceiiiaaliy emerged and the phy- 
sician was no longer alone in the health field. 

For many years there was a fairly obvious 
division of function between the practising phy- 
sician and the health officer. Then came the con- 
cept of preventive medicine with emphasis on 
the protection of the individual by specific and 
personal measures in contrast to the protection 
of the community by general health measures. 
It was at this point, probably more than at any 
other, that the allocation of fields of activity as 
between the two groups became confused and 
suspicions and disagreements developed. 

This situation was aggravated when the 
public became aware that certain diseases and 
causes of death could be successfully attacked 
by community action through health depart- 
ments. Diphtheria control might be cited as an 
example. Informed laymen insisted that vigorous 
action be taken to control this scourge which 
had killed so many children in the past. For 
reasons which need not detain us here it was 
found that the job could not be accomplished 
effectively by individual practising physicians. 
Experienced health officers will tell you that 
they found it absolutely necessary to take direct 
action through immunization clinics and wide- 
spread public education. 

While this pattern of action was justified to 
overcome diphtheria and will undoubtedly have 
to be repeated in the future in dealing with other 
situations, we would do well to ask ourselves 
what the ideal long-range solution should be. 
Pediatricians now accept it as a matter of course 


. that all children in their care should be given 


toxoid and any other immunization procedures 
required. May we not expect that the public 
education entailed in mass immunization pro- 
grams and the sensible example set by the 
pediatricians will cause people to require this 
type of service from their family physicians as 
well? 
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Pre-natal care and the health supervision of 
children have proved to be a most rewarding 
extension of preventive medicine. The value of 
these procedures was demonstrated by phy- 
sicians at the beginning of the century. At that 
time maternal and infant mortality rates were 
very high and pre-natal and child health care 
were luxuries enjoyed only by the relatively few. 
It was perfectly apparent that a major public 
effort would be required if these benefits were to 
be extended in a way which would substantially 
reduce the death rates. The health officer 
stepped in and organized clinics with results 
which are known to all of -you. 

No doubt there were many and vigorous 
protests from practising physicians who re- 
garded this development as an invasion of their 
field of practice. But as events turned out both 
the public and the physicians gained greatly 
from the program. The work done in the clinics 
was unquestionably of great value to mothers 
and children, but possibly of even greater im- 
portance was the health education which ac- 
companied the program. This was so effective 
that nowadays there is a widespread acceptance 
of the idea that this type of care is right and 
proper, with the result that many more people 
now seek this advice from their physician than 
ever before. 

There is another example which might be 
cited because it presents slightly different con- 
siderations. In the federal service at Ottawa we 
are developing a civil service health program 
under the able guidance of Dr. Ratz. Briefly, 
his task is to appraise the health status of federal 
employees at their jobs and, using epidemio- 
logical methods, determine major causes of ill- 
ness and absenteeism. On the basis of this in- 
formation the medical and nursing staff of the 
division apply such correctives as are possible. 
This ferliadies the operation of a very well patron- 
ized service of personal health counselling. 
Whenever any evidence of illness or disability 
is found, the employee is at once referred to 
his personal physician for treatment. 

We believe that this is sound preventive 
medicine. But we also recognize that ideally 
much of this work should be done by practising 
physicians. Maybe the day will come when the 
educational effort we are putting into this 
scheme will induce our employees to seek the 
advice of their own physician more often, rather 
than come to our nurse counsellors. And maybe 
the day will come when physicians will have 
time to deal adequately with these worried and 
disturbed people. We have plenty of evidence, 
however, that under present conditions this 
service has real value, and you would find that 
the physicians of Ottawa support what we are 
doing. We are strengthening their position in 
the community, not weakening it. 

The operation of public health laboratory 
services by eaeh of the provincial health .de- 
partments, supported by the Laboratory of 
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Hygiene at Ottawa, is a good example of direct 
support from health departments to practising 
physicians. Originally, as you all know, the 
were designed to assist physicians and health 
officers in the control of communicable disease. 
But you also know that there is not a provincial 
laboratory service in the country which is not 
broadening its activities to assist physicians and 
hospitals. Good use is being made of national 
health grants to further this movement. Inter- 
esting experiments in the integration of public 
health and hospital laboratories are under way 
in the United States. Let us hope we have the 
vision and courage to do a thorough job in 
Canada. 

Surely the conclusion to be drawn from these 
examples of past and present experience is that 
health officers and personal physicians have 
duties to perform which are complementary and 
not competitive. They are a team with a com- 
mon objective. 

The health officer will always have the time- 
honoured responsibility for environmental sani- 
tation, safe water and milk, and so forth. He 
also has the exacting duty of keeping track of 
the principal causes of illness and death and 
on the basis of this informaticn proposing mea- 
sures for their control. In some instances these 
measures will fit entirely within the scope of 
normal health department function, but in many 
others they will require the co-operation of 
physicians. In this way the scope of preventive 
medicine will be broadened. In the long run. it 
will remain for the physicians to determine the 
part they will play. 

In looking to the future, we must reckon with 
an ageing population. The principal causes of 
death are cardio-vascular-renal diseases, cancer, 
and accidents. Thanks to the general improve- 
ment of our standard of living and to the 
marvellous effectiveness of modern chemo- 
therapy and antibiotics, infectious diseasés have 
fallen to a low place among the killers. But we 
no longer think only in terms of mortality. The 
modern concept which is embodied in the 
charter of the World Health Organization, de- 
fines health in positive terms and not just as 
freedom from disease. 

We know that mental disability and: the so- 
called minor illnesses are causing a tremendous 
amount of ill health and misery. The terms 
“mental health”, “psychosomatic medicine”, 
“social medicine”, and “geriatrics”, are heard 
with increasing frequency and are an indication 
of current trends of thinking about health 
problems. 

Unfortunately we are not well served with 
information on the amount and kinds of minor 
illness. It was for this reason that a country-wide 
sickness survey was organized and started last 
winter with support from the National Health 
Grants. We have high hopes that it will provide 
information of value in planning new schemes 
for a further expansion of preventive medicine. 
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If past experience is any guide, we can be cer- 
tain that family physicians will again be called 
on to play a leading part. 

The term family physician is used deliberately 
to describe the doctor who looks after families; 
who knows individuals as members of families 
and can assess them in relation to their environ- 
ment and economic background. He is the truly 
personal physician and possibly the most im- 
portant member of the whole practitioner group 
so far as preventive medicine is concerned. He 
is the one above all others who can apply in 


everyday practice the newly emerging concepts _, 


regarding mental health. He is best able to 
assess the “psychosomatic content” of an illness. 
Psychiatry, psychology, and other disciplines are 
not to be regarded as specialties to be practised 
only by specialists. The specialists have their 
important contribution to make but the fact 
remains that the fundamental principles of these 
disciplines must permeate all medicine and be 
available to the family physician if they are to 
achieve their maximum effectiveness because a 
very large part of our population must rely on 
their family doctor. 

It is interesting at this point to study some 
passages in the preface to the late Dr. Fitz- 
Gerald’s textbook on the “Practice of Preventive 
Medicine”. He wrote, “The time has arrived, 
however, when in much larger measure, physi- 
cians in general practice must become integral 
factors in the public health program”. Speaking 
of the supervision of the general health of indi- 
viduals in the community he said this: 


“For this task no one is so well qualified as the phy- 
sician in general practice. He cannot only take a place, 


CLINICAL AND 
LABORATORY NOTES 


TINEA CAPITIS DUE TO 
SPECIES OF THE GENUS 
TRICHOPHYTON 


GIBSON E. CRAIG, M.D.,* 
F. BLANK, DR. SC. NAT.,t Montreal 
and C. W. E. DANBY, M.D., Kingston 


TrnEa capitis in this country is largely caused by 


two dermatophytes, Sabouraudites audouini 
(Microsporum audouini) of human origin and 
Sabouraudites canis (Microsporum canis) of 
animal orgin.2*°? Hair which is infected by 
these species has a characteristic greenish fluo- 
*Department of Medicine, Sub-Department of Derma- 
tology, Royal Victoria Hospital. 


+Department of Bacteriology and Immunology, McGill 
University. 
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perhaps on a part time basis, in the organized and 
official public health work, but what is more important 
he can and will, become the supervisor of public health 
of the individual family.” 


He said that the purpose of his textbook was, 
“To outline some of the work of the physician 
who is to function on the preventive as well as 
the curative side of medicine. . . .” Surely his 
message is clear enough. It was written in 1922, 
the year that Banting and Best announced the 
discovery of insulin. 

FitzGerald was a great public health leader. 
If he were alive today he would be quick to note 
the advances which have been made toward the 
objective he had in mind when he wrote that 
preface nearly thirty years ago. 

The record of the parallel development of 
our two groups contains valuable lessons to help 
us in the future. While the practising physician 
has his traditional jobs to do and the health 
officer his, nevertheless it is quite evident that 
preventive medicine is advanced most effectively 
when the two collaborate. Differences and mis- 
understandings have proved to be relatively un- 
important. We draw from a common pool of 
scientific knowledge to which each has con- 
tributed; and most important of all we have a 
great common objective—the raising of the gen- 
eral standard of health of our fellow citizens. 

The story is an inspiring one and we can con- 
vey to our colleagues of the Canadian Medical 
Association, through their president elect, an 
assurance of our esteem and our confident hope 
that we may continue the stimulating and profit- 
able co-operation which has marked our rela- 
tionships in the past. 


rescence when exposed to the Wood's light. 
When fluorescence is present the diagnosis is 
established, but suspicious cases which do not 
fluoresce should have careful microscopic exami- 
nation and culture. 

While cases of tinea capitis due to species 
of the genus Trichophyton which do not fluo- 
resce under Wood's light have been reported in 
Canada‘ the number of such cases appears to 
be on the increase especially among immigrants 
from countries where these species are endemic. 

At the Royal Victoria Hospital and in private 
practice during the last four months we have 
seen 12 such cases. These all have been con- 
firmed by culture (see Table I). 

The reliability of Wood’s light in the diag- 
nosis of ringworm of the scalp seems to be ques- 
tionable and not infallible. This has been pre- 
viously reported in other countries.1, 4 8 9, 10 
Some of the Trichophyton infections may persist 
for a long time and may become a steady source 
of infection for other people. The infection may 
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TABLE I. 
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TWELVE CasEs oF RINGWORM OF THE SCALP WuicH Dip Not FLUORESCE UNDER Woop’s LIGHT 











Name of patient Age Land of origin Time in Canada = Clinical picture Causative organism 
1. J., Julia 10 years San Salvador 1 month patchy areas of Trichophyton 
. desquamation, no tonsurans 
alopecia 
2. J., Riccardo 9 years San Salvador 1 month patchy areas of Trichophyton 
desquamation, no tonsurans 
alopecia 
3. J., Haide 8 years San Salvador 1 month patchy areas of Trichophyton 
desquamation, no tonsurans 
alopecia 
4. J., Margarita 6 years San Salvador 1 month patchy areas of Trichophyton 


























desquamation, no 
alopecia 


tonsurans 


























5. H., Michael 5 years Roumania 18 months alopecia with a slight Trichophyton 
inflammatory reaction  violaceum 
6. H., Roslyn 18 months Canada since birth alopecia with a slight Trichophyton 
inflammatory reaction violaceum 
7. F., Hoy 9 years China 3 months pustular folliculitis Trichophyton 
violaceum 
8. M., Irene 23 years Canada since birth pustular folliculitis Trichophyton 
Schénleini 
9. M., Donald 6 years Canada since birth pustular folliculitis Trichophyton 
Schénleini 
10. M., Maurice 4 years Canada since birth pustular folliculitis Trichophyton 
Schénleint 
11. A., Ray 5 years Canada since birth pustular folliculitis Trichophyton 
x Schonieini 
12. L., Michel 9 years Canada since birth alopecia with no Trichophyton 





inflammatory reaction 


ochraceum 





cause little or no alopecia or inflammation and 
appears as a patchy seborrhoea, or it may pro- 
duce marked inflammation with loss of hair and 
kerion formation. It is suggested that all sus- 
picious cases of scalp infection have hairs sent 
to a mycological laboratory whether fluorescent 
hair is present or not. 
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By means of ultrafiltration and electrophoretic cell studies 
the authors determined that normal subjects excrete 
39.0 mgm. protein per 24 hours, of which 14.8 mgm. 
is albumin and 25.8 mgm. is globulin, mean values, with 
an A/G ratio of 0.51. Also glycoproteins and muco- 
proteins and an unidentified substance are excreted in 
the urine.—Rigas, D. A. and Heller, C. G.: J. Clin. 
Invest., 30: 853, 1951. ~ 





THE LOCAL EFFECT OF CORTISONE 
ON THE TUBERCULIN REACTION 


In a controlled study the author injected, intracutaneously, 
cortisone 1.25 mgm. with old tuberculin 0.005 mgm. in 
nine sensitive volunteers. In all cases the cortisone caused 
a reduction of the reaction, the induration was reduced 
more than the cedema and erythrema. The tuberculin 
reaction was unaltered by the local injection of ACTH. 
A traumatic skin reaction was caused by the cortisone 
itself, this usually disappeared by the second day. Local 
differential leucocyte counts examined after 48 hours 
showed a relative decrease of lymphocytes at the re- 
action to old tuberculin plus cortisone as compared to 
the tuberculin reaction alone. Local pruritus was noted 
in 7/9 of the cases at the tuberculin site, while none 
was noted at the tuberculin with cortisone sites. Skin 
biopsies were notable. At the tuberculin plus cortisone 
reaction sites ponents leucocytes predomi- 
nated, at the tuberculin reaction there was a preponder- 
ance of lymphocytes. Similar studies were carried out 
with diphtheria toxin and a similar decrease in reaction 
was caused by local cortisone.—Vollmer, H.: J. Pediat., 
39: 22, 1951. 


What is a profession? It is a pool of knowledge in the 
keeping of a body of men—knowledge which is common 
to all, though it may not be canaatiile for any one to 
compass the whole. By basic training, by the handing 
on of traditions, and by special study, the recruit to the 
profession is inducted. The blossoming of the profession 
comes, as a study of its history reveals, at times when 
its organization is efficient, when its freedom is assured, 
and when secrecy of ideas is abandoned.—J. Allison 
Corkey: Ulster Med. J., 19: 142, 1950. 
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EDITORIAL 


THE VIRUSES 


Agents which transmit certain infective dis- 
eases, such as measles, influenza, yellow fever, 
etc., are ultramicroscopic particles which can 
pass through filters capable of holding back 
bacteria. Such agents, known as _ filterable 
viruses, are responsible for a large number of 
diseases in animals and in plants. Unlike the 
bacteria, all the viruses are exceedingly difficult 
to cultivate away from living tissues of their 
natural and usually very specific hosts. They 
frequently can be made to grow, however, and 
flourish within the living cells of some foster- 
host such as the chick embryo. 

Like the bacteria, the viruses are a highly 
heterogeneous group. A uniform system of 
classification and nomenclature is now being at- 
tempted by working committees established by 
the International Congresses for Microbiology. 

The virus about which a great deal of in- 
formation has been secured is the tobacco 
mosaic. This can be harvested from infected 
leaves, purified and crystallized by the usual 
methods employed in protein purification. This 
virus, after repeated recrystallizations, has all the 
properties of a pure nucleoprotein with a high 
molecular weight (43,000,000). When inoculated 
into a healthy tobacco plant the virus grows, 
reproduces itself and behaves as a pathogenic 
agent causing disease. 

Some of the most interesting are the bacterio- 
phages. These are viruses of medium size which 
attack bacteria. They are particularly suitable 
for experimental study since the invading agent 
as well as the host can be easily cultivated in 
pure form. Bacteriophages have been recorded 
for the various groups of enteric bacteria such 
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as aerobacter, escherichia, proteus, salmonella, 
shigella and vibrio. They are also known for 
bacilli such as actinomycetes, corynbacteria, 
mycobacteria, staphylococci and_ streptococci. 
Studies using materials labelled by radioactive 
isotopes suggest that the host cell provides 
metabolic machinery and energy for synthesiz- 
ing the virus particle; the nucleic acid of the 
host cell as well as that of the virus itself ap- 
parently determine the nature of the virus being 
formed. 

Other pathogenic viruses of larger size have 
also been purified and shown to be nucleopro- 
teins. The equine encephalitis virus and the 
Rous sarcoma virus are both phospholipid-ribo- 
nucleoprotein complexes. The cow pox virus 
(vaccinia ), first purified in 1932, is made up of 
nucleic acid, carbohydrates, biotin and other 
constituents to form a complex structural frame- 
work. 

It may thus be seen that the nucleoproteins 
formed by the viruses represent a most interest- 
ing and important group of substances. Many of 
them have pathogenic properties. They also 
represent a link between the animate and the 
inanimate worlds, behaving as nucleoproteins 
which can be purified and in some cases crystal- 
lized. On the other hand they behave as living 
organisms which can grow and reproduce them- 
selves. We may well ask ourselves whether a 
pure chemical can be an organism. 

At a more immediate practical level failure of 
early diagnosis is a major obstacle in many of 
the viral diseases. Because of relatively homo- 
geneous viral make-ups, immunizing vaccines 
for smallpox and yellow fever are highly effec- 
tive. When the virus is variable and immunity 
transient, as with the influenza virus, satisfactory 
vaccines are difficult to come by. Promising ac- 
counts are being reported in increasing numbers 
on the use of specific chemotherapy. Chloromy- 
cetin and aureomycin have been uniformly effec- 
tive in epidemic and murine typhus and in scrub 
typhus. Chloromycetin has given good results in 
Rocky Mountain spotted fever and aureomycin 
in Q fever. There is now ample evidence that 
aureomycin is an effective therapeutic agent in 
primary atypical pneumonia. The principle of 
specific chemotherapy has been utilized for over 
a decade in the treatment of trachoma, lympho- 
granuloma venereum and diseases caused by the 
psittacosis lymphogranuloma group of viruses. 

A.H.N. 
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THE INTERNATIONAL GERONTOLOGICAL 

CONGRESS 

The program of the recent International 
Gerontological Congress brings out the wide 
scope of the problems now more than ever mani- 
fest in our ageing population. From the bio- 
logical and medical aspects it was shown that 
our knowledge of the normal in later life was 
very imperfect. Reviews of large numbers of 
elderly hospital patients would be of great value. 
Geographical studies of disease in the aged 
would also be valuable, since it was known that 
certain diseases, such as arteriosclerosis for 
instance, occurred in varying degree in different 
countries. The importance of nutrition in cell 
metabolism and so in the health of the aged, was 
strongly emphasized. 

It was significant that stress was laid on the 
need for a reorientation of medical thought re- 
garding the incidence of various diseases 
amongst the aged. 

The importance of the endocrine system in 
the regulation of tissue metabolism and inter- 
organ relationships was strongly emphasized 
and several suggestions were made for studying 
the application of experimental knowledge to 
similar disorders in man. 

In the section including psychology, sociology, 
education and religion many suggestions were 
made for research. The age span to be studied 
should begin in middle age, thus permitting the 
study of the process as well as the product. There 
should also be long time research on individuals 
studied repeatedly through a considerable age 
span. In studying groups all kinds of people 
should be included, not only the easily accessible, 
such as in old people’s homes; and the statistical 
data should be collected by appropriate sampl- 
ing procedures, otherwise large masses of data 
may be assembled which cannot be applied to 
wider groups of people. Certain research prob- 
lems were outlined: for example, (a) the decline 
of some mental abilities, but not of others. The 
measurement of these is of prime importance in 
gauging fitness for employment. (b) The rela- 
tionship of the aged to their social environment. 
(c) The assessment of the psychological changes 
that occur in people as they are treated medi- 
cally. (d) the development of programs to serve 
the needs of older people, which implies the 
study of their needs and interests. Wherever 
possible social workers, sociologists and psycho- 
logists should work together with biologists and 
physicians in studies of the same individuals. 
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In the region of economics and employment 
exchange of information and experience in dif- 
ferent countries is desirable. Elderly people can 
adapt themselves,to work, but in many cases the 
job itself may have to be adapted to individual 
needs. The maintenance of the aged and dis- 
abled is being continually studied and plans for 
their support are being constantly broadened. 
Community services are increasing and there is 
great need for their co-ordination. 

The final section dealing with medical serv- 
ices, hygiene and housing points out that whilst 
these are the most urgent problems in connec- 
tion with an ageing population, there is nowhere 
in the world that the health needs of the old are 
being adequately met. Planning and preparation 
for old age are needed. Public information can 
do much in this respect. Health examinations 
are important, and can be increased through the 
aid of industry. There is need for closer co- 
ordination between the acute general hospital, 
the long term hospital, the home for the aged, 
and the nursing home. Rehabilitation must be 
kept continually in mind. In the support of such 
centres funds from all sources are required, indi- 
vidual, voluntary and public. 

These are only a few of the many problems 
presented by the increasing population of elderly 
and aged people. We must first clearly recognize 
that there are such problems. Their solution will 
call for patient and continual effort. 


HousInNG AT THE BANFF MEETING 


We are publishing in this issue the first notice 
regarding applications for hotel accommodation 
at the annual meeting at Banff in June, 1952. 
That sounds a long way off, but we cannot too 
strongly advise those who are planning to attend 
to make their reservations early. This will not 
only prevent disappointment but will very 
greatly aid the housing committee who have a 
very difficult task. 

Please send in your reservations as early as 
you possibly can. 





ERRATUM 


Urology Convention Seminar, Montreal. 


THE ADVANCE NOTICE of the Urology Convention 
Seminar gave the date in error as January 7 to 
12, 1951, instead of 1952. Early registration is 
suggested. The Secretary is Dr. S. A. Mac- 
Donald, 1414 Drummond Street, Montreal. 
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Editorial Comments 


INTERNATIONAL ANTI-TUBERCULOSIS CENTRES 


Several international centres for tuberculosis 
have been or are being established under the 
auspices of the World Health Organization in 
India, Turkey, Egypt, Pakistan, Burma, El 
Salvador and Paraguay. These institutions are 
designed to serve as demonstration training 
centres for all aspects of tuberculosis control. 
They are or will be equipped with an x-ray ex- 
amination laboratory, modern facilities for 
tuberculin testing and BCG vaccinations. The 
activities of these centres include nursing serv- 
ices and home visiting. 

One additional centre will soon be opened in 
Bangkok. Dr. Marcel Mistal, a Swiss specialist in 
tuberculosis from Geneva, is now on his way to 
Bangkok where he will join those already at 
work there. In addition to Dr. Mistal the WHO 
teaching staff in this centre will include Mr. 
Williams (U.K.), an x-ray technician, Dr. C. V. 
Y. Tardon (Chile), an epidemiologist, and Miss 
C. Eriksen (Canada), a public health nurse. 
Young doctors and nurses from several countries 
in south-east Asia are expected to be granted 
WHO fellowships for training at the centre. 


THe ContTroL oF Cross INFECTION IN 
HosPiItrALs 


Cross infection is any infection acquired in 
the hospital environment. It is manifested as 
respiratory, gastro-intestinal, wound, skin, or 
mucous membrane infection arising during the 
course of another disease, and implies that a 
patient has acquired a pathogenic organism he 
did not have when he was admitted to the 
hospital. 

Respiratory and gastro-intestinal infections are 
the most common types. The cross infection may 
arise from a member of staff or from another 
patient as well as his visitors. Spread is by food, 
droplets and dust—all are of equal importance. 
Dust, particularly during bed-making, is often 
overlooked as a source. Nowadays it is standard 
practice in most hospitals to forbid dry dusting 
or sweeping. With regard to cross infection any 
article, fomite, or possession of one patient must 
be regarded as contaminated in respect to other 
patients. 

Hospital staff should work on one ward al- 
together, messengers and students going from 
ward to ward frequently cause cross infection. 
Staff technique should be perfected and as- 
siduously maintained, particularly the use of 
gowns and masks, and the scrupulous care of 
finger-nails and hands. Food should be kept in 
covered containers, and perishables such as 
milk should always be stored in a refrigerator. 
It should be impressed upon all food handlers 
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and kitchen staff that they must report all minor 
gastro-intestinal upsets as dysentery or food 
poisoning bacteria may be the cause. 

A ward should be planned and maintained 
with a view to the prevention of cross infection; 
the beds should be at least twelve feet apart, 
with an absolute minimum of eight feet between 
bed centres. This is particularly important in 
maternity and children’s wards. Ventilation and 
lighting are equally important in all seasons of 
the year. It must not be forgotten that daylight, 
even through glass, is bactericidal. Previous to 
admission to a ward, children and maternity pa- 


‘‘tients especially should be examined and inter- 


rogated about active infections, contacts with 
cases, and latest immunizations. Infants less than 
one year of age, and more so artificially fed 
infants, regardless of their state of health are 
very susceptible to gastro-enteritis and respira- 
tory infection. Thus they should be given 
priority in cubicle accommodation. 

If infection should break out in a ward, it 
should be closed to the admission of non-immune 
patients. The plan to be followed will usually 
depend on the nature, infectivity, and clinical 
severity of the infection; as well as the mode of 
its spread and the general susceptibility of the 
contacts. The most important factor in cross in- 
fection is to prevent its occurrence; this is de- 
pendent on the admitting office and_ staff 
practice and technique. Even in the most modern 
institutions there must be constant vigilance; 
this is all the more necessary in older buildings. 

These points are excellently well brought out 
in a recent memorandum prepared by the Pre- 
ventive Medicine Committee of the Medical Re- 
search Council.* 


[At Df. 


*The Control of Cross Infections in Hospitals. Medical 
Research Council Memorandum No. 11. His Majesty’s 
Stationery Office, London. 





MEN AND BOOKS 


JOHN ANTLE 


HONOR M. KIDD, M.D., C.M., Vancouver 


EMERSON SAID that an institution is the length- 
ened shadow of one man—of one man who had 
a particular combination of qualities and 
humanities to make the achievement possible. 
Some men are dreamers—visionaries; they are 
sensitive to the needs of their fellowmen, but 
often impractical, as is the habit of dreamers. 
Others are the men of common sense; what they 
lack in imagination they make up with a capacity 
for work. They are the men who put the vision- 
aries’ dreams into effect. 

A few men have the dual gifts of idealism— 
imagination—call it what you will, and the ability 
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to carry their dreams to a practical conclusion. 
These are the men of great achievements be- 
cause their vision is the driving force behind the 
implementation of the dream. Such a man was 
the Reverend John Antle. Not a comfortable 
man-—those who swim against the stream rarely 
are—but a much loved one. Lacking in the 
humility to other men expected of a clergyman, 
he yet had a profound modesty about his work 
and a deep humility before God. An iconoclast 
in some ways, perhaps a thorn in the flesh of 
the conventionally minded; obstinately stubborn 
when his visions were threatened, yet kindness 
personified. Outspoken at all times, even when 
he felt that to be outspoken would jeopardize 
his plans. A clergyman who lived by the rule of 
“service before services” and who presented a 
report to a church committee containing this: 


“The failure of the various efforts may be attributed 
to the fact that nothing has been done except in the way 
of religious services, which, in my opinion, is putting the 
thick end of the wedge first. To bring the church into 
contact with these men the work must be largely social 
at first. This theory has been put into practice in large 
cities and industrial centres and proved to be correct. 
It is also the scriptural way.” 


Such a statement is not couched in the usual 
placating terms of a young clergyman to his 
governing body. 

What made John Antle? What gave him that 
peculiar combination of assets so eminently 
suitable for his life's work? 

He was a Newfoundlander, brought up on the 
sea. He made his pocket money as a boy catching 
squid and selling them for bait to the cod fisher- 
men of the Grand Banks. His father trusted him 
with a skiff and a gun of his own when he was 
twelve. At fifteen he shipped as an ordinary sea- 
man during the summer holidays. He taught 
school for three years, then entered Queen’s 
Theological College at St. John’s. When he was in 
his second year at the college there was a serious 
outbreak of smallpox in a small village near 
Harbour Grace. The rector was one of the 
earliest victims, and when the college was asked 
for a volunteer to fill the rector’s place, John 
Antle went. Due to the fact that the dead rector 
had been the village doctor as well, the parish- 
ioners brought their medical as well as their 
spiritual problems to the young student. He 
served three months in the ill-fated village, and 
perhaps this term of apprenticeship gave him a 
realization of the dependency between the 
spiritual, social and medical needs of man. 

After he was ordained the Reverend John 
Antle served for five years in Newfoundland and 
his boyhood experience with boats was in- 
valuable. He then followed his. family out to the 
Pacific Coast, and was sent first to a coal mining 
town in eastern Washington. Here the spiritual 
apathy of the people and the physical oppres- 
sion of the mountains made him acutely miser- 
able. When he left he vowed he would never 
again be out of sight, smell or sound of the sea, 
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and he never was. Three years later, in 1899, 
he was sent to Vancouver, B.C., and given the 
task of organizing a newly formed parish. One of 
the social activities he developed in this church 
was a boys’ club and with the help of the boys 
he built a 14 foot dinghy in his backyard. The 
Laverock, as she was called, was valuable in 
maintaining discipline; if any of the choir boys 
misbehaved they were not permitted to go on 
the regular Saturday cruises of the Laverock. 

Vancouver at this time was a young, raw, 
pioneer city, the heart of the rapidly develop- 
ing logging industry. It was the turn of the 
century. Labour was cheap, and capital had not 
yet been awakened to the fact that it had any 
obligation to the men it employed. Logging 
camps were scattered along the coast north of 
Vancouver and contained in all about four 
thousand men. Logging was a dangerous occu- 
pation, safety measures in the industry a rarity 
and trained first-aid personnel unknown. The 
camps were served by a weekly boat to Van- 
couver, and in Vancouver were the nearest doc- 
tors—anything from 50 to 300 miles from the 
camps. One day in 1903 the Cassiar steamed 
into Vancouver with four dead loggers on board, 
all victims of delay between accident and medi- 
cal aid. John Antle was appalled by this wanton 
waste of human life and by the indifference of 
the general public to the situation. He decided 
to tackle the problem and outlined it to the 
executive body of his diocese. The result was a 
grant of $100 and a request that Mr. Antle 
undertake a survey of the coast to see if con- 
ditions were as bad as reports suggested. The 
money was spent on a gas engine for the 
Laverock—the boys’ club’s disciplinarian—and 
with his nine year old son as crew John Antle 
began his survey in June, 1904. There are 
treacherous waters on the lower B.C. coast and 
an open 14 foot dinghy, not equipped with 
charts or tide-tables, is not the ideal craft in 
which to negotiate them, but John Antle and his 
son spent four weeks on the investigation with- 
out serious mishap, though not in comfort. 

The Laverock went as far north as Alert Bay. 
John Antle’s time was chiefly occupied by dis- 
cussions with the leading men in the camps, try- 
ing to find out their needs. Whenever possible 
he held services in the settlements. His visit to 
Rock Bay was typical. It was Sunday, and in- 
stead of hearing a peaceful, Sunday, country 
drone, he heard nothing but a subdued roar from 
the saloons and occasional groans from a large 
number of loggers lying round the grass in 
various stages of intoxication. He suggested a 
service, and though the idea was not received 
with enthusiasm it did meet with a sort of polite 
acquiescence. The less drunk steered the more 
helpless into the hotel which was lent for the 
occasion. A chapter from the Bible, a prayer and 
an attempt at a well-known hymn were borne 
with resignation but frequently interrupted by 
unseemly noises from the congregation. Then 
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John Antle spoke to the loggers. He did not 
preach, but stated simply that he wished to serve 
the men on the coast. He asked for facts and 
figures about injuries in the camps. How many 
men bled to death without medical aid? How 
many died while waiting for the weekly freight 
boat to Vancouver? How many were buried on 
shore without ceremony? He ended by saying, 
“I am going to try to alleviate this situation, to 
give you hospital service, so that when you are 
injured in the woods you may have a chance for 
your life. I am going to try and help you intel- 
lectually through books and magazines and 
spiritually through religious services.”1 This 
meeting ended abruptly because the men were 
on their feet, crowding round John Antle, thump- 
ing him on the back, and in their enthusiasm 
carrying him along with them to the saloon. 

On the return of the Laverock Mr. Antle made 
a report to his church committee. The essence 
of his scheme was a hospital mission ship work- 
ing out from a centrally placed hospital on 
shore. He concluded by recommending a 
circulating library to combat the influence of 
the saloons, the provision of medical and surgi- 
cal care, and the publication of a monthly maga- 
zine to contain camp news and to furnish a 
medium for the mission to reach every person 
on the coast. It was not chance that placed John 
Antle’s recommendations in the order of enter- 
tainment, medicine and religion. It was a para- 
graph from this report I quoted earlier, and it 
shows his firm conviction that if a mission were 
to succeed on the coast, there must be, at least 
to start, less theology and more action. 

The scheme met with considerable opposition. 
The highways of the B.C. coast are the sea, and 
the only possible way to service the area was 
by boat. John Antle had prepared plans for a 
60 foot boat to carry a crew of three and a 
doctor. The committee had various alternative 
suggestions, concerned chiefly with the boat, 
and mainly of a cheese-parinz nature. Their im- 
practical ideas showed that they had not the 
slightest conception of the difficulties of the 
undertaking. However, after much discussion 
John Antle’s scheme was accepted in its entirety 
and he volunteered to take charge of the new 
mission. The Missionary Society of the Anglican 
Church in Canada passed a grant to cover the 
cost of the boat, the keel was laid, and the 
mission ship Columbia launched in Vancouver 
on April 4, 1905. The Columbia Coast Mission 
was born. The dream had begun to take shape. 

The ship was a dispensary, a consulting room, 
an emergency ward or an ambulance, as oc- 
casion demanded. It was also a travelling library 
and last, but not least, a chapel—a built-in cup- 
board in the main cabin opened up into an 
altar. Dr. Hutton was the first physician on the 
ship and doubled as engineer. The latter job 
was no sinecure as the engine had many idio- 
syncrasies. John Antle was trained by Dr. Hutton 
to be the anesthetist; he combined this job with 
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his other work as chaplain, skipper of the 
Columbia, first-aid expert, stretcher-bearer, 
nurse, cook sometimes, editor of the monthly 
magazine and superintendent of all the activities 
of the Mission. Later on John Antle was ap- 
pointed a Justice of the Peace, and during all his 
working days he was to be chief “beggar” for 
the Mission. He was, in very truth, a man of 
action as well as a dreamer. 

From the first there was no doubt about the 
success of the Mission, if success be judged by 
the enthusiastic reception of its help. Two 
months after the Columbia left on her first visit 


‘to the Mission territory a small hospital was 


opened at Rock Bay, a central point in the dis- 
trict and the site of one of the bigger logging 
camps. Within a year of its opening it was 
obvious that the bed capacity would have to 
be doubled, and the addition was completed the 
following year. It also became necessary to have 
a resident doctor at the hospital for the emer- 
gency cases brought in by private boat during 
the absence of the Columbia. Within eighteen 
months the Mission was asked to operate a sec- 
ond hospital at Van Anda, and this was in use 
in the early part of 1907. By the fall of the same 
year the Mission was approached about starting 
a third hospital at Alert Bay. This would mean 
not only another doctor and additional nurses, 
but a larger boat capable of negotiating the 
stormy waters of the northern part of the ter- 
ritory. 

The Columbia attempted a regular schedule 
but this was constantly interrupted by emer- 
gency calls. Services were held in the bunk- 
houses or in the cabin of the Mission ship; these 
too were liable to come to a sudden end if there 
was an emergency. One night at Rock Bay just 
as the Reverend John Antle was going to begin 
his sermon he announced that the service would 
have to stop as they had been called to attend 
an injured logger. As the ship pulled out of the 
bay, John Antle shouted to one of the boom men 
that he was sorry the loggers had missed the 
sermon. The man’s reply was—“Missed nothing. 
By God, that’s the best sermon I ever heard in 
my life.” There was no doubt about the need 
for the Columbia; in one week alone an injured 
man was brought to the hospital every night. 

The Mission developed rapidly and financing 
was not an easy matter. Before the Mission 
started Vancouver hospitals had been selling a 
form of hospital insurance. The monthly 
purchase of a one dollar hospital ticket entitled 
the holder to treatment in that particular institi- 
tion. Some of the loggers had been in the habit 
of purchasing these tickets, but unfortunately 
the type of injury received in the logging 
industry was often so serious that there was not 
time to get the injured man down to the city. 
John Antle tried to promote this idea in the 
logging camps, selling tickets entitling the 
purchaser to treatment on the Columbia or in 
the most convenient Mission hospital. If all the 
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loggers had co-operated the Mission would have 
been provided with a stable backlog of income 
and its monetary worries alleviated. But the 
logger is a migratory worker, often without fore- 
sight, and the hospital ticket idea was never 
entirely successful. During 1907, which was the 
second full year of operation, about three- 
fourths of the expenses of the Mission were col- 
lected in fees and hospital tickets. The balance 
of the revenue depended on government grants 
and donations. Any major development had to 
be financed by special appeals. The winters of 
1907 and 1908 were lean months for the logging 
industry, many of the camps were closed and 
the income of the Columbia Coast Mission con- 
siderably reduced. Despite the poor financial 
position the Mission decided to proceed with 
the hospital at Alert Bay at once, so that it would 
be ready for service when the logging business 
improved. The Alert Bay hospital completed a 
chain of three hospitals on the coast, sixty miles 
apart, and with a new and faster boat provided 
the injured with medical care within a reason- 


able time. 
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Fig. 1.—John Antle on the 
‘*Reverie’’, San Francisco, 1948. 


John Antle had made a trip to Eastern Canada 
and England and came back with $10,000 which 
he had collected toward the cost of a new boat. 
After many delays the Columbia II was launched 
at New Westminster in June, 1910. She was 100 
foot overall, 17 foot beam and had a draught 
of 614 feet. The altar from the first Columbia 
was installed in the main cabin, which was 
capable of seating forty. There was some criti- 
cism of the size of the new ship but John Antle 
felt it necessary for efficiency and for privacy 
for the patients. The vessel had a two-bed hos- 
pital, adequate dispensary, x-ray machine, and 
all the other necessities for giving medical and 
surgical aid, and in addition had a radio- 
telephone. A diesel engine furnished power 
enough to contend with anything in the way of 
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rough weather which the ship was likely to en- 
counter. The mention of the x-ray machine is 
interesting in this year of 1910. It is unlikely 
that it would have been installed then if a special 
donation had not been made for this specific 
purpose. The Columbia II was well planned, 
well built, well equipped and worthy of the work 
for which she was intended. Today, 41 years 
after her launching, she is still carrying on, bring- 
ing help to the loggers and settlers of the B.C. 
coast. 

Installation of the wireless was a turning 
point in the work of the Columbia as it greatly 
facilitated emergency messages. One night a 
logger at Cartwright Bay was injured. Someone 
made a quick trip to a nearby camp which was 
equipped to send messages to Alert Bay, and 
Alert Bay kept in touch with the Columbia, 
calling every hour. When the Columbia re- 
ceived this emergency call John Antle replied 
that they would leave at once and stated when 
they would arrive. It was a 50 mile trip. When 
the Columbia arrived at the camp the foreman 
took the ship’s lines and remarked, “You are 


Courtesy Nat. Film Board 


Fig. 2.—Mission Ship ‘‘John Antle’’ entering Smuggler’s Cove. 


three minutes late”. Alarmed, Antle asked, 

“Why, is the man dead?” “Oh no, but I heard 

your reply on my radio and you said you would 

- here in three hours. Still, three minutes isn't 
ad”. 

Initially the Columbia Coast Mission had a 
phenomenally rapid growth. As the years passed 
the Mission continued to expand, but at a slower 
pace. Towards the end of the first Great War 
logging companies operating in the vicinity of 
Drury Bay requested the Mission to establish 
a hospital there. A small, five-bed, floating hos- 
pital, with resident doctor and nurse, supplied 
that need. Later on this floating hospital was 
moved to O’Brien Bay. It was obvious that if the 
logging camps shifted as the forests were logged 
over the hospital must be prepared to shift too. 
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About 1930 the Mission was asked to take over 
an area round Pender Harbour and Jervis Inlet. 
John Antle was not content to undertake this 
extra responsibility unless there was an opening 
for medical work as well. His whole life exempli- 
fies his firm conviction that the spiritual message 
of Christianity must be accompanied by material 
benefits. Writing editorially about this time he 
said: 

“No organization with a message as important as the 
Church’s message can afford to keep its eyes turned 
inward. . . . No one should underestimate the value of 
the uplift and inspiration men receive when they meet 


together at the feet of God. But this, after all, is a .. 


means of grace or help to enable them to follow in the 
steps of the Master, the greatest commentary on Whose 
life is the very brief one, ‘He went about doing good.’ ”2 


To give medical service to the Pender Harbour 
area John Antle planned to tow down the float- 
ing hospital, but unfortunately it foundered in 
a storm on its way to the new mooring. But 
Pender Harbour got a hospital as the Mission’s 
work expanded. 

It is impossible to detail all the activities of 
the Columbia Coast Mission. The marine ambu- 
lance service was the most dramatic part of its 
work, but among other things it undertook an- 
nual medical examinations of school children, 
conducted outpost clinics, started dental clinics, 
gave pre- and post-natal care and established 
well baby clinics for Indian mothers. Some of 
the problems of the well baby clinics were 
unique. At one the doctor was asked to con- 
struct a diet for a child of twelve months using 
Indian food. When he asked what was available 
he was told smoked fish, seaweed and eulachon 
grease. The Alert Bay hospital was of particular 
benefit to the Indians. The number of Indian 
maternity cases admitted increased steadily and 
there was a consequent reduction in infant 
mortality and improved child health. Over the 
years various smaller boats had been acquired; 
the John Antle and the Rendezvous were pri- 
marily mission ships, but operated as marine 
ambulances whenever possible so that the larger 
Columbia could maintain a fairly regular 
schedule. 

Officially the Columbia Coast Mission brought 
physical and spiritual help to the isolated coast 
settlements. In point of fact no request for help 
was too arduous, too tedious, too small or too 
ridiculous for the staff of the Mission to under- 
take. When a Mission boat called, the doctor 
mended bodies while the engineer mended 
machines and radios; passengers were carried to 
points off the steamship lines; parcels and ma- 
chinery delivered; errands and shopping under- 
taken for the next trip. Anything and everything 
was done in the spirit of service in which the 
Mission was started, even to the time when the 
embarrassed young parson had to buy long 
woolen underwear for a maiden lady of uncertain 
but advanced years. ‘ 

The story of John Antle is not an easy one to 
tell. Digging through old records and reading 
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early issues of the magazine give one tantalizing 
glimpses of an epic tale; a tale of financial diffi- 
culties, of opposition by defeatists and vested 
interests, of troubles in administration, but above 
all, a tale of quiet heroism. “No call—trivial or 
serious, ever found him unready or unwilling 
to go; no difficulty, personal discomfort or 
danger ever daunted him for a moment; no fog 
was too dense, no wind too high, no seas too 
rough to hold him back when a message came 
for him to go.” It was not an easy life or an 
easy parish in which to work. The logger lived 
in danger and discomfort and tended to be criti- 
cal and contemptuous of the parson. If John 
Antle had been a man of less audacious mental 
habit, if he had had the usual professional 
dignity of the cloth, if he had faltered in 
personal courage, or even lacked in the brotherly 
virtue of humour, I venture to suggest that there 
would be no Columbia Coast Mission today. The 
man in the camps, for all his toughness, was 
quick to recognize the honesty and integrity of 
John Antle and the Mission he established. The 
man in the camps might scoff at religion, but he 
appreciated the significance of the contribution 
which the Mission made to the settlers of the 
coast. Once one of these apparent unbelievers 
was called in to fix the Columbia’s toilet after the 
crew had struggled in vain with it for many 
weary hours. He wrapped his legs and arms and 
neck round the wretched thing as he tried to 
get various tool-holds on nuts that defied re- 
moval. It was a filthy job. Finally the toilet was 
dismantled, mended and reassembled. The man 
was asked how much his bill was. His reply was 
an indignant roar—“Do you think I'd soak the 
god-damned Mission for doing a job like that? 
Forget it!” 

John Antle retired in 1935, at the age of 70, 
with the satisfaction of seeing his dream trans- 
lated into reality. The Mission is a flexible 
organization; as needs shift, it adapts itself to 
changing conditions. With the wider use of the 
radio-telephone and the introduction of the 
mercy plane there are relatively fewer emer- 
gency calls, and perhaps less need of the scat- 
tered small hospitals, but the Mission carries on, 
furthering the ideal of its founder to make the 
life of the coast settler safer, fuller and happier. 

John Antle’s retirement did not lead to a 
slippered ease before the fire. For a man with 
the sea in his blood such would have been 
anathema. Perennially young in mind and body, 
he went to England in 1939, purchased the 40 
foot yawl Reverie and sailed it out to Vancouver 
via the Panama Canal—a voyage of thirteen 
months. World War II saw him back in harness 
with a parish on Mayne Island. In 1948 John 
Antle was 81 but the sea and the Reverie still 
beckoned and he set sail from Vancouver for 
the West Indies. Bad weather and misfortune 
dogged this trip and a failing physique at last 
curtailed the activities of this young and ad- 
venturous spirit. The Royal Vancouver Yacht 
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Club sent two members down to San Francisco 
to help sail the Reverie back to Vancouver. This 
was the Reverend John Antle’s last long trip, 
until that final voyage from which there is no 
return. The burial service was held on the after- 
deck of the Mission flagship Columbia one hour 
before sundown on December 12, 1949. John 
Antle’s body was given back to the sea which 
had inspired and enthralled him all his life, and 
lies in Manson’s Deep, off Bowen Island, just 
outside the harbour of Vancouver. 
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MEDICO-LEGAL 


THE CANADIAN MEDICAL 
PROTECTIVE ASSOCIATION 


[We publish below extracts from the 50th Annual 
Report of the Canadian Medical Protective Association. 
The medico-legal aspects of our profession are doubly 
interesting. They remind us of the protective precautions 
which every medical man should take; they also bring 
out the valuable lessons to be learnt from the mistakes 
and difficulties in professional work.—Eprror. | 


... THus FAR the Association has had no reason 
to charge doctors in one specialty more than 
those in another. Ten or twelve years ago the 
largest number of doctors requiring assistance 
were from among those surgeons and general 
practitioners treating fractures. There were, over 
the next few years, some radiologists whose pa- 
tients had suffered untoward reactions and they 
required varying degrees of help. The estate of 
one of those members at present is involved in 
a suit for a large amount of money and is being 
assisted by the Association. Two years ago a 
spate of cases originated among surgeons be- 
cause sponges had been left in wounds, and 
similar cases have continued to occur this year. 
In four cases sponges were left in abdomens, in 
two they remained in vagine and in one a 
sponge was left in the tissues near a shoulder 
joint. Two disturbing cases, new in the Associa- 
tion’s experience, have been reported where 
hzemostats were overlooked at operation, caused 
symptoms later, were discovered in the abdomen 
by x-ray and had to be removed. These two 
groups, sponges and hemostats, because of the 
obvious implication of carelessness or neglect, 
are the most serious which the Association is 
handling. 

While minor varieties of the same kind have 
occurred previously, a new type of case has ap- 
peared frequently. For the first time anesthetists 
in relatively large number have been in trouble. 
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The causes of trouble are as widely varied as 
may be. Teeth were loosened or broken during 
the administration of intertracheal anesthetics in 
two cases. Two doctors had patients die during 
general anesthesia for conditions which them- 
selves, apparently, should not have been re- 
sponsible for death. Ether blow-bottles were re- 
sponsible for two accidents. In one, for causes 
unknown, an explosion occurred injuring, it is 
true, the doctors more than the patient, but 
nevertheless it was responsible for burns to 
the patient; in the other, incorrect connections 
through the blow-bottle resulted in liquid ether 
being blown into a child’s lungs and causing 
death. Local anesthetics provided trouble twice. 
In one the anesthetist was handed Nupercaine 
instead of the Novocaine for which he asked 
and the patient died after injection; in the other, 
a brachial plexus block, the needle apparently 
entered the apex of the lung producing a pneu- 
mothorax, for this reason the patient seeks re- 
compense. A musculo-spiral paralysis of one arm 
is said to have followed the improper admin- 
istration of an intravenous anesthetic. 

Weighing these facts and considering the 
question of different membership fees for 
doctors in different specialties it seems that there 
is insufficient evidence that doctors in one 
specialty are responsible for more financial loss 
or more trouble than doctors in any other 
specialty. At any given time it would be easy 
to think that one or another group must be re- 
sponsible for more than their fair share of the 
costs to the Association, surgeons treating frac- 
tures, radiologists using x-ray as a therapeutic 
measure, surgeons overlooking sponges or hemo- 
stats or, more recently, anzsthetists using various 
types of anesthesia. But, with a little longer 
view, there is no evidence that one group is 
worse than another and therefore no change in 
the fee charged the men in different specialties 
is planned as yet. 

Some facts about anzsthesia and the men who 
practice it as a specialty may be worth mention. 
Not many years ago once the door closed on a 
surgeon in an operating room legally he was 
held responsible for everything that happened 
until the operation was over. With the advent 
of certified anesthetists there came a division 
of responsibility for operating room procedures 
and for some of the mishaps resulting from them. 
Surgeons no longer were held wholly responsible. 
The Association has seen one surgeon, whose 
patient developed an ulcer following the admin- 
istration of an intravenous anesthetic, scarcely 
mentioned in the resultant suit. The Court did 
not consider any claim against him and the re- 
sponsibility for the anesthetic was allowed to 
remain with the anesthetist. By insisting that 
anesthesia is a specialty and by becoming certi- 
fied in their specialty, aneesthetists may have won 
a point, but equally they have increased their 
responsibility to a degree that may not be wholly 
realized. Preoperative examinations and _ post- 
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operative care are things anesthetists must be 
prepared to provide and in some cases must 
provide, and they must be aware of the fact that 
if any ill result occurs that might have been pre- 
vented, either by preoperative examination or by 
postoperative care, they, and not the surgeons, 
may be held responsible. It is the old story that 
increased privileges carry increased responsi- 
bility. 

Ill results of a type new in the Association’s 
experience gave rise to two cases during the 
year. In one an extensive paralysis is said to have 
followed a lumbar tap done for diagnostic pur- 


poses. In the other a similarly extensive paralysis *’ 


is said to have followed the use of an intraspinal 
anesthetic. A neurologist involved in one of the 
cases informs the Association that similar experi- 
ences are being reported, though rarely, in the 
literature. Spinal taps and similar procedures, 
sternal aspiration for example, are becoming 
common enough that members should be aware 
of their possible ill effects, even if that awareness 
results in nothing more than a somewhat more 
complete pre-treatment explanation to the 
patient. 

There are several things which happen once 
or twice in a year that justify mention. One 
doctor this year has had threats made against 
him following his treatment of a severe fracture. 
The patient was treated in a small hospital where 
facilities were meagre. Because of this the 
doctor suggested twice to the patient that it 
would be wiser for him to go to a larger centre 
where better treatment could be obtained. The 
patient refused. Nevertheless, when later the 
transfer to the larger hospital became necessary 
and it was found the original result was not as 
good as it might have been, the patient 
threatened to take action against the doctor be- 
cause of the inadequate treatment. Unless 
distances are greater than usual and means of 
travel not available, there is little excuse these 
days for doctors to accept responsibility for con- 
ditions about which their knowledge is limited 
and for which their facilities are inadequate. At 
the time the patient may be grateful for the 
saving in money and trouble, but such gratitude 
vanishes if the patient feels later that a bad 
result could have been prevented by more 
skilled attention and greater facilities. 

A number of enquiries have been received dur- 
ing the year about maintaining professional 
confidence. Some doctors still do not seem to 
know that in the witness box in court they must 
answer whatever questions are asked of them. 
Under all other circumstances _ professional 
confidence must be maintained, nothing about 
a patient may be told to another without that 
patient's permission. In court, however, it is 
presumed that the needs of justice outweigh the 
necessity for professional confidence and a 
doctor must divulge whatever information the 
court wishes. No action for breach of profes- 
sional confidence against a doctor can be suc- 
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cessful if it is based on any remarks made in the 
witness box. 

This year, too, more doctors than usual have 
complained about insulting remarks made about 
them. One case was unusual, a doctor travelled 
with his wife to the city where court was being 
held and stayed overnight there. During his 
cross-examination the next day opposing counsel, 
apparently in an effort to discredit the doctor's 
testimony, suggested the doctor was combining 
business with an illicit adventure. Although the 
falsity of the remark was drawn to the attention 
of the judge who forced the lawyer to apologize, 
our member felt the remarks might prove 
damaging to his reputation. The Association was 
unable to help the member because remarks of 
counsel under those circumstances are privileged 
and the doctor had to satisfy himself with the 
fact that the judge had made the lawyer with- 
draw the untrue suggestion. More often, how- 
ever, doctors write the Association to know 
whether some crackpot in the district, some dis- 
satisfied patient or even some newspaper editor 
can be forced to stop talking or writing things 
which the doctor regards as insulting and harm- 
ful to himself. There is little that can be done 
in these cases. It would be necessary to prove the 
remarks slanderous or libelous before any further 
action could be taken. The fuss and bother and 
publicity attendant on such an action probably 
would be much more harmful than the remarks 
themselves, so most doctors are advised to ignore 
them. A doctor’s friends and patients are unlikely 
to believe the statements anyway, so in the long 
run they are annoying, not harmful.... 

One very interesting enquiry was received by 
the Association which perhaps should be re- 
ferred to because it has a country-wide applica- 
tion. A member wished to know whether a hus- 
band, himself a minor, could give permission 
for surgery on his wife or child. Our General 
Counsel, in an opinion which was published in 
the Ontario Medical Review, gave it as his 
opinion that, as the law allowed the individual 
to marry and form a family group, it also con- 
ferred on him the right to enter into a contract 
for necessary services to members of the group. 
Therefore he felt that permission from a father 
or mother, themselves minors, should be suff- 
cient to allow surgery on their children and that 
the husband, a minor, could give permission for 
surgery on his wife. 

Doctors who are not members, and sometimes 
members of the Association, often express the 
opinion that doctors scarcely need membership 
in the Association except when faced with cases 
they could not win. They assume that doctors 
who can be defended successfully incur so little 
expense that membership is not worthwhile. 
This opinion is incorrect. It may be expensive to 
win a case. During this year two cases, neither 
needing many days in court, were won and 
the expense in each case was just over a thou- 
sand dollars. 
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ASSOCIATION NOTES 


WHITHER MEDICINE* 
NORMAN H. GOSSE, M.D., Halifax 


It is now a year since you saw fit to elevate 
me to this office, and since that time I have 
visited all the Divisions of this Association, 
save one. To my great regret the Quebec 
Division merged its meeting into this Annual 
Meeting, so I have been cheated out of a special 
visit to Quebee which I should have enjoyed. 

Now, on the day of my retirement from office 
I wish to follow the accepted custom and at 
this time to present my valedictory which, as 
you will have noted, bears a familiar banner. 
In this effort the views expressed will be those 
of the speaker, and anything that I now say 
may be used only against me. 

But first let me make one statement—offi- 
cially and personally—and express again the 
profound appreciation and thanks of both my 
wife and myself for the great kindness and 
hospitality which we met from one end to the 
other of our tour of this great country. Any of 
you who like people, will appreciate, I am sure, 
that my first and finest impression from the 
tour derives from my contacts with the men in 
the different divisions who are labouring in 
this common interest, the advance in the posi- 
tion of Medicine in Canada. But also does much 
pleasure accrue from the personal friendships 
which evolved from those contacts—friend- 
ships which we shall treasure to the end of our 
time. 

And the second impression which comes with 
the least bit of contemplation was and is the 
greatness of Canada. The sense of pride which, 
in St. Paul’s day, was conveyed in the words 
“Civis Romanis Sum” could with much more 
reason find place today in the hearts of our 
people; and whether free-born or whether as in 
my own ¢ase it was “bought at a price’, we 
have greater reason than had those of his time 
to boast of citizenship in so great a country. 

It was most stimulating and inspiring, in 
such a mercenary world, to find on my tour 
men everywhere—perhaps too few anywhere— 
sacrificing so much in time and resources in the 
cause of Medicine. In the pleasing evidence of 
such interest it would have been easy to feel 
that having such men active in our Divisions, 
Medicine’s high position in our social order is 
secure. But is it secure? Is there a sufficiently 
high proportion of our men, qualified and en- 
dowed as they are—with vision and willingness 
to serve—to ensure its security? And with that 
question before me others are suggested: What 
do we mean by security as we use it here? 
Where are the present trends in medicine lead- 
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ing us? I propose in the time at my disposal to 
examine these questions though not necessarily 
in an orthodox manner, and so to justify the 
title of my address. 

Bertrand Russell, in a paper published earlier 
this year, undertook to discuss a question 
which, you will agree, has some relevance to 
our time. His subject was “The Future of 
Man”. He said that within the present century 
one of three possibilities will be realized. With- 
out listing them, I shall say that two of them 
are terrible to contemplate. He did not pretend 
to say which of the three would be realized, 
but he did contend that the kind of system to 
which we have been accustomed cannot possibly 
continue. 

How far are we willing to accept those words 
as being applicable to Medicine? that “the 
system to which we have been accustomed can- 
not possibly continue”? It is my own conviction 
that they apply as much to us as to the world 
in general. For the great social revolution that 
is going on is not only around us, we are in 
very truth caught up in it, sometimes at its 
very centre. That being so, it is important for 
each of us to examine the question as to 
whether, and if so, to what extent the social 
revolution may or should be influenced by any 
attitude or effort of ours? Whether we should 
be content to be mere flotsam and jetsam upon 
its surface carried where it wills or whether 
it may be directed or modified by us. 

We see the first great effect of the current 
social revolution upon Medicine appearing 
under Lloyd George’s regime, in England, 
forty years ago; yet how many in the interven- 
ing years took warning from that and prepared 
for the wrath which was to come in the further 
changes in their accustomed system? Then, in 
order, came New Zealand and Australia, and 
though out of great tribulation there has come 
to them a degree of unhappy peace, the system 
to which they had been accustomed has not 
been and will not be continued. In England it 
has been largely destroyed, and with it much 
that was good in medical service. They will 
never see a return of their accustomed system. 
In other countries that speak our tongue there 
have been rattling of sabres and wars of nerves, 
from which our own country has not been 
altogether excluded, for there has been threat 
of destruction to the system to which we also 
have been accustomed. However, because of 
wise leadership in our country, it has found us 
making an honest attempt, by medically spon- 
sored Medical Care Plans and otherwise, to 
meet the demands of our time: an attempt 
which, if I read Canada correctly, has brought 
about a respect for us in the minds of the 
better-thinking men—in government, in opposi- 
tion and elsewhere—which otherwise we should 
not command. We have gone far to modify our 
system ouselves; it has often cost us a great 
deal to do it, and we shall go further as need 
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be. For whatever reason, pressure on us in this 
country is for the moment lighter; but good 
sense tells us that that is only temporary. That 
being so, by what plans or preparation are we 
ensuring that after the present phase has 
passed—the present reprieve ended—and pos- 
sibly after new Pharaohs shall have risen, the 
threat will not come again with stronger in- 
sistence for the more destructive modification 
of our present system? The fact that, by and 
large, we enjoy the respect of most of our 
governments at this moment does not affect the 
terms of that question. The social revolution is 
on and we are part of it. 

Now as we consider these things, I think it 
is important that we should ourselves be fully 
satisfied as to just what it is we want to protect. 
We hear much about security these days per- 
haps too much, though it is difficult to avoid 
the subject with the Minister of Finance so 
effectively reminding us of it. But, in medicine, 
what would we make secure? Our present 
system? Perhaps we would like to, but that is 
probably a forlorn hope. For the old order does 
change, giving place to the new. In what then 
would we be secure? Is not the answer that 
while we realize that every freedom carries a 
corresponding responsibility we would secure 
freedom to adapt ourselves to the changing 
order? 

Now how shall that freedom be made secure? 

Throughout my presidential tour of Canada 
last autumn my theme was unity—unity among 
ourselves. There was and there still is full 
justification for such a theme and it should re- 
main as frequently, recurrent a theme as in the 
finest symphony. I quoted then the situation in 
England with respect to the several divisions 
in Medicine there, and advanced the view that 
the lack of cohesion which to us seemed so 
obvious was a large element in their failure to 
preserve from the extravagances of their social 
revolution the qualities essential to good medi- 
cal service to their people. 

We have some disintegrating forces in this 
country too, and while there is some sympathy 
for the view that the different specialist groups 
in Medicine should discuss the affairs of their 
groups within themselves, nevertheless, in 
matters affecting the whole profession—and to- 
day they are many and vital—we should be one 
body. We need to be reminded that the foot may 
not say “because I am not the hand, I am not 
of the body”, for incontrovertible evidence is 
compelling us to realize the old truth: “if one 
member suffer,” sooner or later “all other mem- 
bers suffer with it”. Regardless then of the 
different functions of its members, if Canadian 
Medicine would be strong and would retain 
this freedom, it must admit no schism. 

But given complete unity, shall we be able 
efficiently to guide and direct our part of the 
current social revolution by the power of such 
unity? You would say correctly that in unity 
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there is strength, and that out of strength 
may well come courage; but are those qualities 
enough to preserve the great traditions and 
freedom of Medicine and to ensure to our 
people the quality of medical care that we be- 
lieve they should have? It is my submission that 
they are not enough, but that, equally im- 
portant and necessary is the essential quality 
of ourselves as individual professional men. 
Some years ago, the doctor in the community 
(together with the clergyman) stood high 
above all others in education and in correspond- 
ing respect. He had less technical medical 


‘ knowledge than the doctor of today—though 


his senses may have been better trained—but 
such medical knowledge as he had was broadly 
based upon a discipline in the liberal arts, 
prominent in which was literature. Such a 
pyramid of learning, with Medicine at the top 
enabled him to contribute relatively more to 
the community of his day than in this day we 
are contributing to ours. For we have been 
building .less and less into the base of the 
pyramid and piling more and more upon the 
top until, top-heavy with Science, and with its 
base of the humanities seriously reduced we 
have, in effect, inverted the pyramid; and who 
would not consider such a position precarious? 

I am sure that you will agree with me that 
the trend in our medical schools towards the 
vocational aspects of the training of men for 
Medicine, has been steadily on the increase, 
while the grounding in the humanities—train- 
ing for professional responsibilities: the cul- 
tural side of our training—has waned to the 
point where there is danger of our becoming 
unlettered, technological experts, banded to- 
gether for purely personal reasons. We are giv- 
ing our students much more science and they 
do have much more technical know-how than 
their forefathers, but what have we done about 
their general education? Are we content with 
this drift towards the status of a trade-union? 
or do we desire to see the trend reversed to- 
wards the seeking of balanced educational 
qualifications and a better developed sense of 
professional responsibility ? 

Now it may be assumed that I appreciate the 
desirability and necessity for the finest possible 
technical training in Medicine, and I am 
pleased to see that desirability come daily 
nearer to realization. What I am concerned 
about is the disregard of general educational 
qualifications on the part of so many of our 
men, both before they come into medicine—so 
often with a smattering of a great number of 
subjects and no thoroughness in anything— 
and during their medical course. Seeking ideas 
as to how such a situation might be improved, 
I recently presented some of my views to a 
prominent professor in one of our great Cana- 
dian medical schools. I thought the time had 
come when organized Medicine should take a 
look at the kind of standards our universities 
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were applying for the admission of our ap- 
prentices, and what they give them when they 
enter their halls, and I was given the impres- 
sion that any such display of interest on the 
part of our profession would be fraught with 
danger. 

I could not accept that view, and not being 
an angel and leaving you to make the usual 
inference I am now walking in without fear to 
submit this thesis: If Medicine is to maintain 
a position of leadership among responsible pro- 
fessional groups, if we are to make the contribu- 
tion to Society that tt is our privilege and our 
duty to make, if we are to have any durable in- 
fluence upon our social revolution, then we must 
be concerned with the quality of our neophytes 
—with the kind of root upon which their medi- 
cal education is to be grafted,—and with seeing 
that, insofar as it is possible, that root-structure 
shall be expanded and developed during the 
medical course. This I would like to consider 
under its two parts: 

1. Pre-medical standards.—There is no doubt 
that these have been and are being raised in 
most places. Where they are not, I believe that 
I am familiar with most of the arguments. One 
of them is the difficulty universities are said to 
have in influencing the publie schools to give 
what Medicine should require. 

Some time ago in informal conversation with 
a public man responsible to his government for 
the educational system of the province, we were 
discussing this matter and he said: “If you are 
finding a quality of pre-medical education 
below the standard that you would like for 
admission to Medicine it is the fault of your 
medical schools, and I assure you that it would 
help me in what I am attempting to do if your 
profession were to demand the kind and 
quality of pre-medical grounding that we agree 
is as reasonable as it is desirable.” Instead of 
that some universities would appear to have 
concluded that certain academic standards are 
high enough for Medicine; that Latin, for 
example, has no place in the education of a 
doctor, and forthwith must be thrown out; and 
it would appear from the product that comes 
to us as interns from both our own and other 
Canadian Schools that some of them have done 
as much for English as well! The idea would 
seem to have been adopted, in some instances 
at least, that the lad who has come into Medi- 
cine has been admitted to a vocational school 
and that, as far as Medicine is concerned, man 
may indeed live by bread alone. May I submit 
that there is much higher authority for the 
statement that he can not—not for long! 

Then the prospective medico is admitted to 
University for a two- or three-year pre-medical 
course. Surely the University has some re- 
sponsibility for this period; or does Newman’s 
function of a University “to teach universal 
knowledge” cease with the approach of a pre- 
medical student? How much is the student 
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shown of the value of a first-class grounding in 
the humanities in that time? How much is his 
interest stimulated so that he may be inspired 
to develop this knowledge and understanding 
as he goes on? In contra-distinetion to that, 
how much time does he spend proportionately 
in the so-called science subjects “because”, it is 
said “he will need them later on”? and isn’t it 
all out of balance with his ultimate needs? Or 
against them both and in the creation of the 
educational foundation of any lad, how much 
is permitted as elective subjects at those ages 
when few have any appreciation of what is basic 
for all professional people, more especially for 
Medicine? 

2. The medical course.—For some years now 
there has been a glamorizing and glorification 
of Science. This is not without some reason; 
but it has been accompanied by a correspond- 
ing decrease in interest in those subjects which 
we are pleased to call the humanities. There is 
no doubt that discoveries in chemistry have 
been many and great, but although the organi- 
zation behind such discoveries has frequently 
been of considerable size, nevertheless the num- 
ber of doctors to whom credit is due for those 
great additions to our knowledge is usually 
small. The rest of us stand in the middle be- 
tween those discoveries and the public and pass 
them on. But how much does that do for us in 
the realm of ideas, and what are we actually 
contributing? 

Is it not a fact that those discoveries and. the 
great fuss made about them tend to make us 
a more specialized profession, and does not 
more specialization tend to give us a more re- 
stricted outlook? Does not our specialization as 
doctors under our present educational system 
set a higher and higher value on the details 
and techniques of our practice which today are, 
and tomorrow may be superseded, while at the 
same time we show a relatively lower apprecia- 
tion of the values that do not depreciate? 

I submit that we shall not know lasting pro- 
gress in Medicine until we shall more properly 
relate fact and value, until we shall have ac- 
cepted the coherence of the scientific upon 
which we set such store, and the cultural and 
ethical side of man’s educational needs which 
our system is neglecting. 

That statement is suggested by and predi- 
cated upon these two thoughts: (1) That while 
Medicine has made great advances, and we its 
disciples bask in the glory that is reflected 
therefrom, there is a sustained deterioration in 
our personal significance in the realm of social 
relations; and (2) that for the average man 
development along the technical, or so-called 
scientific side alone, tends to materialism, 
selfishness and eventual sterility of productive 
thought. 


It is no new idea of mine that is being ad- 
vanced today. I have been disturbed about some 
phases of it for a number of years, but lately 
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I have been meeting quite frequently with the 
efforts of others who are similarly concerned. 
Well-known educators in the United States are 
concerned as it affects their whole country; 
individual university men as it affects their 
responsibility to the young men and women 
who come under them in all professional 
faculties; great medical schools on this con- 
tinent take radical steps to create conditions 
and facilities for the developing of minds in 
Medicine tending to that admixture of respon- 
sibility, stability and curiosity which are the 
essential building-stones of true progress, and 
nearer home there is a stirring in the same gen- 
eral direction. The president of a Canadian 
technical college told me some time ago of his 
concern because of the one-sided nature of the 
education of his students in engineering and 
of his provision for them to get English Litera- 
ture, History and Philosophy at least, in the 
engineering course. I have no doubt that some 
of our Medical Schools are already on the way 
towards meeting their obligation to the pro- 
fession of Medicine and to our country in this 
regard. They have much to do. 

However, though defects in our educational 
system are generally well-known to me we still 
seem to be able to produce men who seem not 
to have been affected by such defects—men who 
have not “bowed the knee to the technical 
Baal,” but whose educational ideals are of the 
highest. Many of us will remember with 
pleasure Dr. Van Wyck’s address to the Royal 
College in Montreal last fall. But as we enjoyed 
his address we felt how relatively few of our 
Canadian doctors can meet life with such a 
well-furnished mind and with his philosophy! 
And yet, with the changes that are here sug- 
gested, how many could! We thought, too, that 
while our city men might be able to get by with 
less, because the rapid change of events in cities 
provides a cover for many defects, how much 
more important it is for the man who has to 
work in the country, who has so many and 
varied demands upon his wisdom and _ his 
knowledge and perhaps above all, who has to 
live so much with himself, to have his mind so 
stocked, his philosophy so developed. (In 
parenthesis let me say that since coming here 
I have learned with much pleasure that U.B.C. 
has introduced one cultural subject in each 
year of their Medical Course. The sun would 
seem to have risen in the West.) 

I have here mentioned and have heretofore 
stressed the value of the unity of our profession. 
I believe that the proper development and 
preservation of that unity may ensure our 
survival. Today I have tried to indicate that 
survival will find us in either of two states— 
a trade-union and nothing more, or a learned 
and responsible professional body holding a 
high place in the social order. I have indicated 
my belief that the trend is towards the trade- 
union, that that trend is favoured by our educa- 
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tional system, and that it should be turned 
backward with a change of emphasis on sub- 
jects looking to the broadest possible training 
for professional responsibility before and dur- 
ing the Medical Course. I now add the further 
view that only so may we have power to influ- 
ence the social revolution. 

Toynbee has shown very beautifully that the 
reason why Sparta and Rome and other great 
powers fell was because, having made them- 
selves strong, they regarded their position as 
impregnable, their security assured, and so came 
to “rest on their oars”. There 7s no such thing as 


standing still. Nations or individuals move up- 


wards or go down. If they exhibit complacency 
the direction is downward, and we have seen 
this exemplified in our profession in another 
country. We also are too complacent about our 
trend and if we would learn the lesson that his- 
tory seems so plainly to teach, as responsible 
people we should recognize our defects and pre- 
pare to mend them. 

In saying “we” I, for one, do not mean or- 
ganized Medicine as such; but since it has a 
part to play I would respectfully call for the 
attention of our Committee of Education. I 
doubt however if we are ready for agreement on 
any action in concert, and so I must appeal to 
each individual doctor who wants to see Medi- 
cine return to its position as a great and truly 
learned profession—to you who want to see the 
family physician qualified, to the extent re- 
quired by our times, to be the guide, philosopher 
and friend of his people, as well as their highly 
skilled doctor; I appeal to you to study this 
matter and to labour for the happier state that 
I have tried to picture. I appeal to those of us 
who occupy seats in University Senates to have 
regard for the fundamental implications of this 
effort, and at the risk of having to run counter 
to the inertia of some education authorities, to 
demand a better background for those whom we 
would train. for professional responsibility in 
Medicine. I would appeal to medical faculties to 
loosen up, not on medical standards and require- 
ments, but on curriculum, so that time and 
direction shall be provided wherein students 
may have their souls fed and expanded in the 
cultural and ethical realm while they are grind- 
ing out the technical requirements of the medi- 
eal course; and in this regard I would appeal to 
each individual among us today to remember the 
implications of our Hippocratic oath regarding 
the teachings of students, so that in so far as 
possible the measures which improve that teach- 
ing shall be advanced. And as an offshoot from 
that I would in the name of the general practi- 
tioner movement of this country, which has my 
warmest sympathy, appeal to you to regard 
favourably their efforts to increase their useful- 
ness to society and to enhance their own prestige 
by the elevation of their professional standards. 
The adoption of the suggestions here presented 
would further their objectives more than any. 
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It will be apparent that my repeated refer- 
ences to the medical student suggest no great 
hope for our own generation except in the realm 
of unity ; for, while I am satisfied that more and 
more of our men have been expressing views 
such as I have expressed here today, and are 
assiduously doing a job for the advancement of 
Medicine in this way, nevertheless, it is not to 
be expected that we older ones shall over-night 
be able to change our qualifications or our capa- 
bilities. If, however, while this generation is 
effecting our survival through unity of spirit 
and of effort, we cast our bread upon the waters 
and see to it that our young people are given 
preparation for a life of professional responsi- 
bility, the better to meet the demands of a chang- 
ing world, we may pass to our reward in sure 
and certain hope that our contribution will be 
worthy of us and that it will ensure Medicine’s 
full restoration to that prestige and significance 
which is her heritage! 

My friends, I have today presented to you 
matters which, I am convinced, are of great 
seriousness and of great moment as touching our 
profession. Because one suggests something that 
might appear to some to be idealistic, one might 
be expected to be apologetic for one’s ideas; I 
am not. Nor would I be if they were purely 
idealistic, for ideals do have powers‘which I need 
not discuss. In point of fact, however, what I 
have presented, though it could have all the 
value of idealism, is thoroughly realistic, having 
as its object the preservation of medicine as a 
learned and responsible profession. 

And the choice as to whether it shall or shall 
not be is ours to make. Toynbee makes great 
point of the fact that the seeds of our disinte- 
gration are within ourselves. I would submit 
with equal certainty—if with less authority— 
that the seeds of the greatness of Medicine are 
within ourselves as individuals, its destiny in 
our own individual hands. 

And now let me conclude with this word. I 
eame to this office a year ago and with no desire 
for what it involved. Today as I leave it, it is 
with a sense of having had a great experience. 
It has been a great joy to know you and to see 
you at work—doing the job of Medicine in your 
different Divisions, yet conscious of the need for 
and working towards a great Canadian Unity. 

Had I the gift of prophecy I might foretell a 
great future for Medicine in Canada—brighter 
than for any country we know. Not having that 
gift but knowing your high Medical standards 
and your seriousness and unity of purpose, and 
having seen the self-sacrificing devotion to your 
profession on the part of so many of you, I 
believe firmly and sincerely that it will be great, 
and in God’s name that is my wish! 


x 
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MEDICAL SOCIETIES 


University of Toronto 


The Physiological Society of the University of Toronto 
heard Dr. D. C. Martin, assistant secretary of the Royal 
Society of London speak on “The Royal Society” in 
September and Dr. Eduardo Braun-Menendez, Institute 
of Biology and Experimental Medicine, Buenos Aires on 
“Compensatory Hypertrophy and the Kidney and its 
Relation to Renal Hypertension” in October. 


Ontario Medical Association 


District No. 3 met at Owen Sound on September 26 at 
the General and Marine Hospital. Dr. A. J. Grace, 
London, spoke on “Essentials and Management of Ab- 
dominal Hernia” and held a surgical clinic. Dr. John A. 
Lewis, London, spoke on “Diagnosis and Treatment of 
Congestive Heart Failure”. He also gave a medical 
clinic. Dr. and Mrs. L. J. Sutherland held a reception 
for the doctors and their wives after the meeting. Dr. 
R. H. Malyon was guest speaker at the luncheon. 


District No. 5 met at Wasaga Beach and Countr 
Club on September 12. Dr. Gordon Copping, Montreal, 
spoke on “Safer Surgery” and Dr. R. G. B. Gilbert, Mon- 
treal, spoke on “Safe Anesthesia”. Dr. R. H. Malyon, 
president-elect O.M.A., was the speaker at the dinner 
attended by doctors and their wives. 


District No. 2 met at Simcoe on September 18 and 19. 
Dr. Harold S. Little, Professor of Pediatrics, University 
of Western Ontario, spoke on “Some Intestinal Condi- 
tions in Childhood”, Professor A. D. McLachlin, Professor 
of Surgery, University of Western Ontario spoke on 
“Common Fractures and their Treatment”. Dr. John 
Kennedy, Londen, spoke on “Some Practical Applica- 
tions of Orthopedic Surgery”. Dr. G. E. Hall, London, 
was the dinner speaker. Littian A. CHASE 
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DISFIGUREMENT 


[A patient’s account of her experience with despair.] 


I HAVE A SCAR ON: My FACE. About seven inches long, it 
extends from my left jaw bone, across my left cheek, 
over the bridge of my nose, to a point above my right 
eye. It is the mark of a penetrating wound which per- 
manently injured the nerves and muscles of my face so 
that I can no longer smile. 

How I felt when I first realized it was there, I cannot 
describe. For days I was submerged in a terrible grief. 
It rent my innermost being and blinded me. I could see 
and think of nothing but this hideous scar that would 
always be mine. 

I was in misery indeed. I believe I was as close to 
despair as anyone has ever been. But today—I have 
adjusted myself to this permanent facial disfigurement 
and I am happy. 

Sometimes I wonder at the change within me—it has 
been so dramatic. From a despairing desolation I have 
come to a joy that outsoars any I have ever known; from 
resentment, to an abiding content and a profound peace. 
I wonder at it—but I know the source from which it 
sprang. 

I owe it to the understanding and unparalleled care 
that was given to me in the hospital, to the loyalty of 
my friends and, above all, to the example of the boys 
in Korea. From them, I gained the courage to accept 
my injury. Once I had done that, the rest was com- 
paratively easy. 
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It was the day the Doctor had removed the last of 
my sutures and I knew that I must soon leave the hos- 

ital. I was frightened. But earlier that day, I had 
Deena to an account of the hardships of the Korean 
War. At that time, our boys were suffering from cold as 
well as from the other miseries of war. Having a clearer 
understanding of “suffering” now, and recalling my own 
horror of the cold, I sympathized with them and grieved 
especially for those who, because of the ravages of the 
cold, had lost the use of their limbs. In my concern for 
them, I began to feel less sorry for myself, and gradually, 
I began to see that their misfortunes far outweighed 
mine. I wanted to emulate their powers of endurance. 

That marked the turning point! I reached for my mirror 


and had the first of a series of “consultations” with 
myself. My aim in this first talk was to establish the 
perspective that would help to carry me through the 
period of adjustment that lay before me. I examined the 


_thought! An 
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scar thoroughly. For the first time, I realized that I 
had been fortunate. The wound had taken a middle 
course—half an inch to the left and I would surely have 
lost an eye—an inch to the right and my mouth would 
have been irreparably damaged. Then the scar itself! 
I looked at it from every angle. The longer I looked the 
greater was my amazement at the skill of my surgeon. 
Considering the nature and extent of my injury, 
wondered how anyone could have performed such a 
remarkable restoration. It was the ee of a perfectionist. 
I was deeply grateful. 

As I carried on these discussions with myself, I often 
breathed a grateful sigh for what had not happened. 
I'd hold up my hands in sheer delight to find that they 
were still whole. I could write, sew, type, pick out a 
tune on the _— How supremely happy I was at the 

not only did I still have the use of my 
hands. The rest of my body was perfectly sound. And 


APPLICATION FOR ACCOMMODATION 
CANADIAN MEDICAL ASSOCIATION 
Banff, Alberta, June 9 to 13, 1952. 


Mail this form direct to: 


Dr. A. E. Wilson, 
904 Greyhound Building, 
Calgary, Alberta. 


Please make the following reservation for C.M.A. Convention: 


First choice. 


at Hotel 


Cabin 


Twin beds. 
Suites. 


Single. oO 
Double. O 


Second choice. 


Please include names of all persons who will occupy rooms. (PLEASE PRINT). 


Address. 


Arriving Banff 


Province or State. 


See ee Date of Departure 
P.M. 


PLEASE RESERVE EARLY: 


This application is submitted by me as: G 
CL) 
O 


The following accommodation will be available. 


Banff Springs Hotel ) ae 
Chateau Lake Louise § $16.50 
eee per day 


Cabins (limited number) $8.00 to $18.00 per day 


Member of Executive Committee. 
Delegate to General Council. 
Contributor to Scientific Program. 


Double 
$13.50 
per person, per day, two to a room 


Member C.M.A. 
Visiting Doctor. 
Exhibitor. 


(Prov. or State) 


Twin Beds 


Suites 


American Plan 


Additional accommodation will be available at first class hotels, i.e., King Edward and Mount Royal Hotels 


at reasonable rates. 


Note: DEPLANING POINT FOR BANFF IS CALGARY. 


Please Note: 


(1) Accommodation at Banff Springs Hotel and Chateau Lake Louise will be considered as one hotel. There 
will be hourly bus service between Chateau Lake Louise and Banff Springs Hotel. 


(2) Single reservations will be assigned to twin’ bedded rooms for occupancy by two persons, if necessary. 
PLEASE CANCEL IMMEDIATELY IF YOUR PLANS CHANGE. 
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my eyes! By some miracle they had been spared and I 
could still see. I exulted in the treasures that were mine. 
Deliberately, I listed them over and over and in so 
doing I experienced an overwhelming joy and a new 
sense of peace. After that, I improved rapidly and I 
have since made what many doctors have termed an 
“incredible recovery”. 

I returned to work within a month—to the same 
familiar environment, among a group of true and de- 
voted friends. I am doing the same work as before, but 
not in the same way, for I am a different person now. 
I have a new sense of values. It is true that I feel set 
apart because of my disfigurement but the knowledge 
does not embitter me. I have found a new happiness in 
the realization of the unfathomable capabilities of body 
and soul that are mine. My scar has taught me to under- 
stand and use them. E.F.M. 





CORRESPONDENCE 


Feeding of Athletes 


To the Editor: 


Dr. Bensley’s article on “The Feeding of Athletes” in 
the June issue of the Journal was of particular interest 
to us as advice on that very subject is frequently sought 
from our laboratories by athletes of all types. 

There is one point, or more accurately a double point, 
that I would like to add to the discussion. That is the 
psychological aspect and the question of the ingestion 
of sugar before or during an athletic event. 

Dr. Bensley did touch upon psychology of diet when 
mentioning that the pre-game meal should respect the 
likes and dislikes of the athlete. This question often 
becomes of unexpected importance. An athlete who 
regards an additional beef-steak as the keystone of his 
training diet would never happily sacrifice the steak 
although it is well known that increased muscular effort 
does not require additional protein. If such a change 
in his diet is made it may cause him to feel that his 
diet. is now inadequate and this purely psychological 
effect may well cause a real deterioration in his athletic 
performance. 

This question of athletes’ personal opinion leads to 
the question of sugar before an event. As Dr. Bensley 
says the sugar may be given as glucose or sucrose or 
candy, or, one may add, treacle or honey or syrup. All 
these forms of sugar will, of course, be very rapidly 
converted to glucose and raise the blood sugar level and 
the glycogen stores. Whether a high blood sugar is 
of any benefit to the athlete is beside the present point. 

We have frequently been asked our advice as to the 
relative merits of these forms of sugar and equally 
frequently, have been informed by athletes of the par- 
ticular virtues of one or other of these sugars and of 
the inefficiency of the others. Many athletic journals in 
this country have published comments on the subject, 
often written by medical men, some criticizing glucose 
as being “indigestible”, others spurning glucose as an 
“unnatural sugar”, and most of them giving the par- 
ticular preference of the writer. This is where the 
psychological question arises. If a champion runner has 
a preference for, say jam, and despises treacle, most of 
his athletic fans would prefer to believe him than the 
arm-chair scientist whose athletic performance is prob- 
ably limited to running round the bench. It is likely 
that if the jam-lover, with his knowledge, is deprived 
of his jam and given honey instead, his performance 
might suffer because he expects it to do so. It is not 
likely that if the substitution is made without his knowl- 
edge his performance will vary at all. 

One champion long-distance athlete claims that he 
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adds one to two miles per hour to his speed when he 
drinks sweetened tea during a long-distance run (which 
is quite possible), but insists most emphatically that he 
feels this difference the moment the drink passes his 
lips—before it has even entered his stomach, let alone 
been absorbed from the intestines and carried to the 
muscles. 

The psychological effect can also work the other 
way. A vitamin tablet is often believed to work such 
miracles that, even when added to an already adequate 
diet, the athletes’ performance is genuinely improved. 

From our own experience we would emphasize the 
real interest in nutrition that is growing among athletes 
themselves as well as among their coaches and trainers. 

A. E. BENDER 
Park Royal, 


London, Eng. 





SPECIAL CORRESPONDENCE 


The London Letter 


(From our own correspondent ) 


HospiraAL ADMINISTRATION 


One of the more admirable features of the National 
Health Service at the time of its inception was the 
attempt it made to decentralize the control of the hos- 
pital services. In England and Wales 14 Regional Hos- 
pital Boards were set up, the function of which was, 
with the Minister, “to plan and administer a co- 
ordinated hospital- and specialist service for the respec- 
tive regions”. In addition there were 878 Hospital 
Management Committees “to undertake the day-to-day 
management of hospitals”. Unfortunately, this plan .has 
not been adhered to, and the eleventh report of the 
parliamentary Select Committee on Estimates, which has 
just been published, in a careful review of the whole 
problem, points out that the power of the Boards in 
financial matters has now been so dimtnished that they 
are little more than advisory bodies. The committee 
states that the Ministry must decide immediately 
whether the Boards are to be given more power than 
they now enjoy or whether they are to be reduced to 
the level of planning and advisory committees. 

In giving evidence before the committee the repre- 
sentative of the Ministry denied that the policy was to 
increase centralization, but here, as in so many other 
aspects of the Service, theory and practice are certainly 
not in alignment. There can be no doubt as to which 
of the two policies is the more acceptable and effective— 
increased decentralization with adequate financial power 
delegated to the Boards. Indeed, as the committee point 
out, “the choice between these alternative courses is 
a major question of policy”. Whether the Minister of 
Health who will be in power following the General 
Election this month, will realize the seriousness of the 
problem and the urgent need for an immediate decision 
remains to be seen. 

Incidentally, the report gives some interesting figures 
indicative of the appalling increase in administrative 
staff in hospitals since the introduction of the National 
Health Service. For instance, in the case of one regional 
hospital board there has been a 63% increase in the 
administrative staff between 1948 and 1951, whilst in 
one London teaching hospital the administrative staff 
has increased from 40 before the 1939-45 war to 200 
at the present day. 


THE DEMAND FOR SPECTACLES 


Some interesting figures about the incidence of spec- 
tacle-wearing are provided in a report recently published 
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in The Lancet, and based upon a survey made in the 
earlier part of this year. A higher proportion of women 
than men wear spectacles. Thus, of the population 
surveyed, 51% of women wore spectacles, as against 
37% of men, whilst 20% of women wore them all the 
time, compared with 12% of men. The difference be- 
tween the sexes is at its greatest around the age of 30, 
when about one in five men use spectacles compared 
with two in five women. With advancing years the gap 
between the sexes narrows. An occupational analysis 
showed that the proportion of spectacle-wearing men 
was highest in the managerial, executive, professional 
and technical group—30% of this group wore spectacles 
all the time, as compared with 14% of all employed 
men. 

It is estimated that of the 43,460,000 civilians in 
England and Wales, 19,210,000 use spectacles, i.e., 44% 
of the population. On the basis of this figure, and that 
for the number of spectacles supplied under the National 
Health Service, it is estimated that spectacles were being 
changed once every three years. It will be interesting 
to see the effect upon these figures of the recent intro- 
duction of a nominal charge for spectacles. Figures just 
issued for London for the quarter, April-June, suggest 
that the fall in demand will be quite considerable. The 
charge came into force.in the middle of this quarter. 
The total number of sight tests in the first half of the 
quarter was 88,913, compared with 22,451 in the second 
half. The comparable figures for the spectacles pre- 
scribed were 81,704 and 19,723. New cases in the first 
half of the quarter totalled 43,491, compared with 
3,089 in the second half. 


A THOUSANDTH IssuE 


The October issue of The-Practitioner is the thousandth 
of this monthly journal, and the occasion has been 
marked by the publication of a special issue devoted to 
“advances in treatment”. These advances are reviewed 
in a series of thirteen articles contributed by leadin 
authorities drawn from this country and the United 
States of America. In addition there are three articles 
dealing with the historical background against which 
The Practitioner has developed since its foundation in 
1868. Sir Henry Dale reviews “the changing face of 
medicine”. “The social background of medicine” is 
covered by Sir Henry Bashford, whose versatile pen has 
made many contributions to the history of medicine, 
whilst Dr. W. N. Pickles, the doyen of general prac- 
titioners in this country, writes on “trends of general 
practice: a hundred years in a Yorkshire dale”. A re- 
ception, held in London on October 1, the day of 
publication, was attended by well over four hundred 
members of the profession, including the Presidents of 
the Royal College of Physicians and the Royal College 
of Surgeons. Many tributes were paid to the useful rdéle 
which the journal plays in providing the doctor, whether 
in general or consulting practice, with authoritative 
reviews of recent advances in therapy and thus allows 
him to keep reasonably up to date with the torrent of 
literature now pouring from the medical presses of the 
world. WituiaM A. R. THOMSON 
London, October, 1951. 


Erratum 


By an unfortunate error the reference to the portrait 
of Lord Moran in the September issue (p. 275) was 
made to read “It has caught all the nerve and energy”, 
instead of the original version “all the verve ‘and 
energy”. 
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OBITUARIES 


DR. THOMAS DICKSON ARCHIBALD, physician in 
Toronto for more than 50 years, died on September 2 
at 74. He served as a medical officer in three wars. For 
some years he was medical director of the North Ameri- 
can Life Assurance Co. and the T. Eaton Life Assurance 
Company. 

Dr. Archibald was born in New York and was brought 
up in Cape Breton. After attending Mount Allison Uni- 
versity he graduated in medicine at the University of 
Toronto in 1899 and interned at the Hospital for Sick 
Children and in London, England. He discontinued his 
general practice in 1914. He leaves his widow and three 
sons. 


. DR. LEON A. DOUGLAS, former Windsor physician 


died at Hendersonville, North Carolina. He was 64. Dr. 
Douglas, who retired in 1946 and went to live in Miami 
Beach, Florida, was an eye, ear, nose and throat spe- 
cialist in Windsor for 26 years. He graduated in medi- 
cine from the University of Toronto in 1909 and came 
to Windsor from Regina in 1920. Surviving are his 
widow, one son and one daughter. 


DR. JAMES ALBERT COOPER EVANS, aged 85, 
former medical practitioner in Toronto and an active 
churchman died on August 24. Born in Bradford, Dr. 
Evans graduated in medicine from the University of 
Toronto in 1892 and practiced in Stroud and Barrie be- 
fore coming to Toronto 38 years ago. He was keenly 
interested in civic affairs. In 1944 Dr. Evans and his 
wife celebrated their golden wedding anniversary. She 
died three years ago. Surviving are three daughters, and 
one son. 


DR. D. H. LOGAN, president of the Physicians’ Serv- 
ices Incorporated, Ontario, and recognized as one of 
Ontario’s most outstanding surgeons, died in his sleep 
in Lindsay, Ont., on September 9. A former mayor 
of Lindsay he was staff surgeon of Ross Memorial Hos- 
pital here. A prominent Liberal worker, he was treasurer 
of the Victoria County Liberal Association. He also served 
as treasurer of the Children’s Aid Society here. He prac- 
tised in Lindsay for nearly 30 years. Known throughout 
the province, Dr. Logan served as a director of the 
Ontario Medical Association from 1940 to 1945. 


DR. JAMES D. MacGUIGAN, aged 71, of Charlotte- 
town, P.E.I., died suddenly on September 3. Only this 
summer he was honoured by the Canadian Medical 
Association when he was one of ten chosen at the 
a meeting to be presented with “Senior member- 
ship”. 

Dr. McGuigan had been coroner here for a number 
of years and put into that task all the painstaking at- 
tention to detail that he showed in the performance of 
his professional duties as a physician and surgeon. He 
had been practising for very close to half a century, 
since 1918, About one-third of that time was spent in 
the country practice and that in days when there were 
no snow plows to clear roads and doctors had long and 
difficult trips to reach patients over a scattered area. 
His nearly half a century in the profession ranks him 
among the medical pioneers in this province. He leaves 
one daughter and two sons. 


DR. CHARLES VICTOR McCLELLAND died in Pilot 
Mound Hospital, Manitoba, on September 13, at the 
age of 65. He was born near Emerson and in 1914 he 
ae. from Manitoba Medical College. For 26 years 

e practised at Dominion City, later at Pine Falls, 
Selkirk and Pilot Mound. He is survived by his widow 
and three sons. 


DR. LEO MONGEON, a member of the staff of Ste. 
Justine Hospital in Montreal for 12 years, died on 
August 22 after a lengthy illness. He was in his 42nd 
year. Born in Montreal, Dr. Mongeon was educated at 
College Montreal and College St. Laurent. He was a 
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graduate of the University of Montreal. Dr. Mongeon 
is survived by his widow and two daughters. 


DR. GORDON W. MORRIS, medical practitioner in 
Windsor, Ont., since 1927 died on August 27, at Metro- 
politan Hospital after a brief illness. He was 48. Dr. 
Morris was born at Lindsay and received his education 
in London public schools and London Collegiate and 
was graduated in medicine from the University of 
Western Ontario in 1925. He served on the staff of St. 
Joseph’s Hospital, London, and became chief house 
surgeon. He returned to university for a postgraduate 
course in neuro-psychology. 

During his 24 years in Windsor, Dr. Morris built up 
one of the largest private practices in the city and a 
wide reputation as a physician and surgeon. He was ex- 
aminer for one of Canada’s largest insurance companies. 
Besides his widow he leaves a son and two daughters. 


DR JOSEPH-NAPOLEON PERUSSE est décédé le 9 
aout, 4 Amqui, P.Q., a l’Age de 72 ans. Il avait fait ses 
études classiques 4 Ecole normale Laval et .au séminaire 
de Québec, et ses études de médecine 4 l'Université Laval 
& Québec. Sitét recu médecin, il vint exercer sa profes- 
sion 4 Amqui ot il ne tarda - a se faire une magnifi- 
que clientéle. Le Dr Pérusse fut maire du village d’Am- 
qui; coroner du comté de Matapédia; marguiller, pré- 
sident de la Chambre de commerce; president de la 
caisse populaire. 

Le 25 aoit 1945, ses nombreux amis et clients se 
joignaient 4 sa famille pour célébrer son 40e anniversaire 
de pratique médicale dans Amqui et les paroisses en- 
vironnantes. Le Dr Pérusse laisse douze enfants. 


DR. CHARLES BUCKINGHAM SHUTTLEWORTH, 
81, noted surgeon, who practiced in Toronto for 50 
years, died on September 5 at the Toronto General Hos- 
pital. He had been ill only a short time. He retired 17 
years ago. For many years Dr. Shuttleworth served on 
the surgical staff of the Toronto General Hospital and 
the Hospital for Sick Children. Simultaneously he held 
an associate professorship in surgery and anatomy of the 
staff of the University of Toronto. 

A gold medallist graduate of Trinity College, Dr. 
Shuttleworth took postgraduate work in London, Eng., 
where he received the degree of Fellow of the Royal 
College of Surgeons. During the First World War he 
served on the surgical staff of Base Hospital No. 1, 
Toronto, and the Central Military Convalescent Hospital. 
He held the rank of major. He is survived by his widow. 


DR. ALBERT J. SLACK, aged 70, died on August 29 at 
St. Joseph’s Hospital, London, Ont., of a coronary 
thrombosis. He was director of the institute of public 
Health at University of Western Ontario until his re- 
tirement in 1947. 

Dr. Slack was born in Abington, Mass. He graduated 
from Massachusetts College of Pharmacy in 1904. Enter- 
ing the field of public health in 1906, he was appointed 
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assistant chemist in the New York State Department of 
Health followed by chief chemist in the Ohio State 
Board of Health, and assistant bacteriologist in the 
Lederle Laboratories. When the Institute of Public 
Health was organized, Dr. Slack came to London. In 
addition to his instructional duties, he studied medicine, 
and graduated from medical school in 1920. Three years 
after, he qualified for a diploma of public health. He 
leaves his widow, one son and a daughter. 

DR. JOHN HOWELL STORRY of Rabbit Lake, Sask., 
died on August 26 in Notre Dame Hospital, North 
Battleford. He was born at Markham, Ontario, gradu- 
ated in medicine from the University of Toronto in 
1906. Until 1928 Dr. Storry practised at Tuxford, Sask. 
In that year he moved to Rabbit Lake where for 23 
years he practised his profession. 

Dr. Storry’s life was devoted to his community. In 
his early years there was hardship and many difficulties. 
Yet such was the character of the man that he was 
able to grow with his‘ community and overcome the 
early hardships of a doctor in a northern pioneer com- 
munity. He was a member of the Physicians-Surgeons 
Council of the Northwest Territories, a senior of the 
College of Physicians and Surgeons of Sask. and a 
member of the Pharmaceutical Association of Sask. He 
is survived by two sons. 


DR. ANTONIN TURCOTTE died on August 25 at 
Notre Dame Hospital, Drummondville, Que., after a 
long illness. He was in his 62nd year. Born in Drum- 
mondville, Dr. Turcotte attended the Seminaire de 
Nicolet and later received his Doctor’s degree at the 
University of Montreal. He practised at St. Cyril de 
Wendover. He is survived by a daughter and three sons. 





UNIVERSITY NOTES 


The following figures show the registration in Cana- 
dian Medical Schools for the session 1951-52. 

Dr. Weaver, Dean of the University of British Colum- 
bia, adds that last year the first medical class included 
18 students who were veterans of the Second World 
War. The average age in the entering class this year is 
22.5 years, whilst last year it was 24 years. Of the 
present first year class, 40 of the 60 students have stated 
their desire to become general practitioners, eight feel 
that they will take up specialties, and the remaining 
12 are undecided as to what they will do. 

In the University of Toronto, Dean MacFarlane points 
out that the number of first year premedical students 
has been reduced by 25, but two years hence this group 
will be augmented by another 25 who have accom- 
plished their premedical education by means of a degree 
which includes the necessary science requirements. 

In general there are a great many more applications 
for medical training in Canadian schools than can be 
accepted. 


2nd year 3rd year 4th year 5th year Total 
— — —_— — 60 
51 54 56 53 272 
71 61 69 87 360 
106 119 113 — 454 
101 97 93 87 495 
24 2 — — 65 
60 61 58 60 353 
50 
(6th year) 
33 (In process of expansion). 65 
155 165 175 — 650 
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LABOUR LOOKS AT THE 


MEDICAL PROFESSION 
J. P. NICOL 


Director of Education and Research, Inter- 
national Brotherhood of Pulp, Sulphite and 
Paper Mill Workers. 


[Born in Thorold, Ontario in 1915 Mr. Nicol 
graduated from University of Toronto in Arts 
in 1938. He was called to the Ontario bar in 
1941 and practised law in Toronto until 1944 
when he accepted his present post. Known as a 
lucid and objective thinker, Mr. Nicol, in this 
special article expresses impressions he_ has 
gathered in his day-to-day contact with a large 
and representative segment of organized labour 
in Canada. | 


A generation ago a doctor was the “sawbones” 
who was called in only in emergencies, to repair 
a broken arm or to deal with fever or other 
serious illness. Labour was interested in more 
money and shorter hours. Doctors and labour 
leaders had nothing in common. 

Today labour’s main drive is for social security, 
which involves sick, accident and hospital insur- 
ance, pay for time lost from work due to sick- 
ness and accident, workmen’s compensation, etc. 
In all of these insurance plans the doctor is the 
central figure, for the doctor’s certificate is the 
key to the payment of benefits to the worker, or 
to a doctor or a hospital in his behalf, whether 
the payments be from insurance companies, 
service organizations such as Blue Cross, or from 
government administered funds. 

The general public knows little about eco- 
nomics and is thrown out of mental focus by the 
large figures which appear on insurance company 
balance sheets. The impression is that since in- 
surance companies have lots of money there is 
no need for economy in the payment of claims. 

Let us examine the myth that the funds of an 
insurance company are inexhaustible. A lot of 
little people pay premiums which go into a pool. 
When thousands of premiums are gathered up 
they amount to a very large sum of money. But 
this large sum has a wide field to cover. A small 
portion, about 10 to 15% or more, is retained 
by the company to pay wages, salaries, overhead 
and other costs. The rest is used to pay hospital 
bills (on a doctor’s recommendation), loss of 
working time (on a doctor’s recommendation), 
doctor bills (which many people believe are in- 
creased when they are collectible from an 
insurance company). 
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One can easily see the importance of doctors. 
If the doctor approves only such period of 
hospitalization, convalescence, or recuperation 
as is actually necessary, and if he does not take 
advantage of the easy means of collection of his 
bills provided by insurance plans, insurance 
funds will go a long way. If the doctor is not so 
scrupulous the funds can be dissipated and will 
then be insufficient to meet all the claims made 
against them. 

The insurance company sets its premium after 
a careful analysis of all relevant facts available 
to it at the time. But time and time again experi- 


‘ ence shows that the premium is not high enough 


—the funds created does not meet the claims 
presented. The premium must be raised, and the 
following year it may be raised again. This trend 
is aggravated by inflation which increases all 
costs, and by growing competition among in- 
surance companies themselves, which results in 
unsound initial premiums. 

When insurance companies raise the pre- 
mium rates they give detailed facts from the 
experience record to show why the increase is 
necessary. Examination of these facts often 
reveals the doctor in a bad light. Experience 
records sometimes indicate that patients are kept 
in hospital longer than is actually necessary, that 
they are sometimes sent to hospital for observa- 
tion when they could be observed at home, that 
insured patients are charged higher doctor’s fees 
than non-insured patients, and that advantage is 
taken of the maximum benefits available under 
an insurance plan regardless of the going rates in 
a particular community. There is a growing con- 
viction that doctors “bleed” insurance plans by 
making or approving extravagant use of insur- 
ance funds. 

Doctors generally do not appear to be doing 
anything to defend themselves against such 
charges and opinions. There are cases in which 
doctors. charge less than prevailing rates when 
the insurance allowance is less. But who hears of 
it? Why should the doctor incur a patient’s ill- 
will by disagreeing with him in order to save an 
insurance company a few dollars? This is a point 
of view that is not placed before labour people 
or the public. 

In the past when a person feigned sickness, 
the easiest and best policy was to give him some 
harmless pills and send him home. Such people 
were limited to neurotics because they had to 
pay the doctor bill out of their own pocket and 
the time they spent resting was their own. There 
was no reason to risk offending them and the 
best treatment was to humour them. 

Today the insurance company may pay the 
doctor bill, so there are more people who try to 
fool the doctor—it costs nothing. Even when the 
individual pays his own bill for consultations, 
he will not hesitate to invest $5 in a visit to the 
doctor if it will yield him a certificate worth $20 
or $40 in out of work benefits—money comes out 
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of the pockets of other workers. Here is the crux. 
People who consult doctors about imaginary ail- 
ments today are not necessarily neurotics. They 
may be trying to defraud society. When the 
doctor insists on absolute honesty he is not pro- 
tecting the insurance company. He is protecting 
all of the working people in his community. The 
insurance company never pays out its own 
money. It pays out the money received from 
others, and if this is not enough it raises the 
premium. 

The root of the matter is that the doctor has 
ceased to be a medical man only, and has become 
an important administrative officer in society. He 
is succeeding the lawyer as the arbiter of social 
claims. The notarial seal is being replaced by 
the doctor’s certificate. This fact creates a tre- 
mendous public relations problem, for if the 
public suspects some medical certificates it will 
place a lower value upon all of them. 

Medical certificates must be gilt edged if the 
doctor’s reputation is to be maintained. Even if 
the insurance company is imposing an unwanted 
and unrewarded obligation upon the doctor 
when it asks him to police its contracts, he can- 
not evade this obligation without hurting him- 
self, his profession and the people he serves. 
Professional ethics cannot be divorced from 
social ethics. Dishonesty in any form can never 
be justified. 

But certificates are much more than the key 
to insurance company vaults. They are also the 
key to jobs today, and influence a person’s right 
to work and the work to which he is assigned. 
A worker is cut off from Workmen’s Compensa- 
tion following a doctor's report, but when he 
returns to work the company doctor reports that 
he is unfit for his old job. Many of these cases 
require rehabilitation procedure. In some cases 
the worker will never return to his old job, and 
must either learn new skills or live as a labourer 
the rest of his life. In too many cases no one ever 
troubles to explain this to the worker. 

One wonders why doctors do not take a more 
active part in recommending rehabilitation pro- 
cedures and alternative skills, particularly in in- 
forming the patient as early as possible of the 
needs for and problems of rehabilitation, etc. All 
too often the patient is made aware of the 
significance of his condition only when he re- 
turns to work, and then only indirectly. He learns 
of it with a distinct shock and has no one to turn 
to but the labour leader. 

Here again one suspects that the doctor is not 
aware of the social implications of his action, 
that he does not consider the broader implica- 
tions of the patient's condition or the effect that 
condition will have upon his pocket book. 

The medical profession enjoys the highest 
reputation of any of the professions. This high 
regard has been earned by generations of hard 
work and success. But the profession is under- 
going a very difficult adjustment involving vast 
social implications in this new social secirity 
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era. Unless the profession adjusts quickly and 
smoothly, the work and success of past genera- 
tions will be forgotten by a fickle public which 
will see only the present social effects of the 
doctor's actions. 

The medical profession seems to be aware of 
this and is taking steps to train the doctors of 
tomorrow for their new status. More and more 
medical schools are introducing social courses 
into the curriculum. This is necessary and good. 
Today’s doctor must know economics, sociology, 
and a bit of commercial law. Even more im- 
portant, he must have sufficient moral convic- 
tion to say no and mean it when no is the honest 
answer. 

More pressing at the moment, however, is the 
need for the practising physician to become 
aware of the new demands society is making 
of him, and of the social significance of his 
actions. This is the more difficult task and is, 
in the thinking of many labour people, the 
most urgent and important public relations job 
facing the medical profession. There is consider- 
able irony in the fact that the practising physi- 
cian, being one of the hardest worked men in 
these times, has no time to attend in his own 
community classes in economics, sociology and 
other subjects which would give him a broader 
understanding of his new environment. 








L'UNION OUVRIERE ET LA 
PROFESSION MEDICALE 


J. P. NICOL 


Directeur de [TEducation et des Recherches 
pour l'Union Internationale des travailleurs dans 
Vindustrie de la pulpe, du sulphite et du papier. 


[Né a Thorold, Ontario en 1915, M. Nicol, 
termina ses études a [Université de Toronto 
en 1938 ot il obtint son dipléme en Arts. Il fut 
appelé au Barreau de l'Ontario en 1941, et 
practiqua le droit a Toronto jusqu’en 1944 alors 
qu il accepta ses fonctions actuelles. Reconnu 
comme un penseur judicieux et objectif, M. 
Nicol, au cours de cet article spécial, transmet 
les impressions qu il a amassées pendant ses 
contacts quotidiens avec un groupe considérable 
et représentatif des unions ouvriéres au 
Canada. | 


Il y a une génération, le médecin était une 
personne que l'on demandait seulement dans les 
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cas d'urgence, pour traiter un bras cassé ou pour 
soigner la fiévre et d'autres maladies graves. Les 
ouvriers sintéressaient alors 4 plus d'argent et a 
moins d’heures de travail. En somme les méde- 
cins et les chefs ouvriers navaient rien en 
commun. 

De nos jours, les ouvriers ont a cceur la 
sécurité sociale qui comprend l’assurance en cas 
de maladies, accident et hospitalisation, com- 
pensation pour la perte de travail due aux 
maladies et accidents etc. Dans tous ces plans 
d’assurance, le médecin joue un réle primordial 
car son certificat est la clef qui permet le paye- 


ment des bénéfices aux travailleurs, les frais du. : 
médecin ou de l’hépital, peu importe si ces paie-. 


ments proviennent des compagnies d’assurance, 
d organisations telles que la Croix Bleue, ou de 
compensations provenant de subside gouverne- 
mentaux. 

Le public en général peut trés difficilement 
analyser le domaine économique et interpréte 
souvent dans Ilerreur les chiffres élevés qui 
apparaissent sur les états financiers des com- 
pagnies dassurance. Comme les compagnies 
d’assurance possédent beaucoup d’argent, selon 
limpression qui existe, il n’est pas nécessaire de 
pratiquer Téconomie lors du réglement des 
réclamations. 

Examinons alors le mirage qui fait croire que 
les fonds d'une compagnie d’assurance sont in- 
épuisables. Beaucoup de gens payent des primes 
qui saccumulent pour former un _ capital. 
Lorsque ces primes se chiffrent par milliers, leur 
ensemble peut se chiffrer 4 un montant d’argent 
tres considérable. Mais ce montant doit couvrir 
un champ tres vaste. D’abord une petite pro- 
portion, soit 10 4 15 pour-cent ou plus, est 
retenue par la compagnie pour payer salaires, 
entretien et autres dépenses d’administration. La 
balance est employée pour payer les soins 
d’hépitaux (sur la reeommandation du médecin) 
la perte de temps au travail (sur la recom- 
mandation du médecin ), et les frais du médecin 
(que plusieurs personnes croient augmentés 
lorsqu ils peuvent étre percus par une compagnie 
d’assurance ). 

Nous pouvons donc réaliser facilement l’im- 
portance du réle des médecins. Si le médecin 
approuve seulement les périodes dhospitalisa- 
tion et de convalescence qui sont nécessaires et 
s il ne profite pas des moyens faciles de percevoir 
ses honoraires par Tentremise des plans d’as- 
surance, les fonds dassurance dureront long- 
temps. Si le médecin nest pas aussi conscien- 
cieux, les fonds peuvent étre dépensés et seront 
alors insuffisants pour répondre aux réclamations 
qui seront faites. 

La compagnie dassurance détermine le mon- 


tant de la prime aprés une analyse judicieuse | 


de tous les faits disponibles relatifs 4 cette 
question. Mais depuis toujours, Texpérience 
démontre que la prime n’est jamais suffisam- 
ment élevée et que les fonds ne réussissent’ pas 
a répondre aux réclamations soumises. La prime 
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doit étre augmentée, et l’année suivante elle sera 
peut étre augmentée de nouveau. Cette tendance 
est aggravée par inflation qui fait monter le 
cout de la vie et par la concurrence sans cesse 
grandissante qui existe entre les compagnies 


d’assurance elles-mémes, ce qui résulte en 
primes initiales non fondées. 
. > 
Lorsque les compagnies dassurance aug- 


mentent le taux de la prime, elles donnent des 
faits démontrés par des analyses qui indiquent 
pourquoi l’augmentation est nécessaire. L’ex- 
amen de ces faits révéle que le médecin a 
souvent tort. Les dossiers de lexpérience dé- 
montrent que parfois les patients sont hos- 
pitalisés plus longtemps quil est nécessaire, 
quils sont souvent envoyés a l’hépital pour étre 
sous observation alors que ces soins pourraient 
se donner a la maison, que les honoraires plus 
élevés existent pour des patients assurés, que 
pour ceux qui ne le sont pas, et que certains cas 
obtiennent les bénéfices maximum disponibles 
sous un plan d’assurance en dépit de l’augmen- 
tation des taux dans une région particuliére. 
L’on croit de plus en plus que les médecins 
“saignent” les plans d’assurance en abusant des 
fonds d’assurance. 

Cependant, les médecins généralement ne 
semblent rien faire pour se défendre contre de 
telles accusations et de telles opinions. I] existe 
des cas ot les médecins exigent moins de frais 
que les honoraires en vigueur lorsque lalloca- 
tion de l’assurance est moindre. Mais qui est au 
courant de ce fait? Pourquoi le médecin 
tournerait-il les patients contre lui—en se mon- 
trant en désaccord avec ce dernier dans le but 
de faire épargner quelques dollars 4 une com- 
pagnie dassurance? Voila un point de vue qui 
nest pas présenté aux yeux des travailleurs ou 
du public. 

Dans le passé, lorsqu’une personne simulait 
la maladie, le meilleur traitement consistait a 
lui donner une pilule inoffensive et le renvoyer 
chez lui. De telles personnes se limitaient au 
nombre des neurotiques puisqu elles devaient 
payer de leur poche les frais du médecin et de 
plus compenser elles-mémes la perte de temps 
en salaire. I] n‘existait alors aucune raison de 
risquer de les offenser et la meilleure solution 
consistait 4 se soumettre a leurs caprices. 

Aujourd’hui la compagnie d’assurance peut 
payer les frais alors plus de gens essaient de 
jouer le médecin—car ils n’ont rien a perdre. 
Méme dans les cas ou un individu doit payer 


. lui-méme pour une consultation, il n’hésitera pas 


a risquer $5 pour une visite chez le médecin s'il 
anticipe de recevair un certificat d'une valeur 
de $20 ou $40 en bénéfices d’assurance, qui 
proviennent de la poche des autres travailleurs. 
Voila la difficulté. De nos jours les gens qui vont 
consulter un médecin pour un mal imaginaire 
ne sont pas nécessairement des neurotiques. IIs 
peuvent essayer de tromper la société. Lorsque 
le médecin insiste sur Phonnéteté absolue, il ne 
protége pas la compagnie d’assurance, mais il 
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protége tous les travailleurs de sa région. La 
compagnie d’assurance ne paye pas son argent 
propre, elle paye largent quelle recoit des 
autres, et si ce montant est insuffisant, elle 
augmente les primes. 

Il faut considérer 4 la base de ce domaine, 
que le médecin n’est pas seulement un homme 
qui prodigue des soins, mais quil est devenu 
un administrateur officiel important dans la 
société. I] succéde 4 l’avocat comme arbitre des 
réclamations sociales. Le sceau du notaire est 
remplacé par le certificat du médecin. Ce fait 
suscite donc un trés gros probléme dans le 
domaine des relations publiques, car si le public 
soupconne quelques certificats médicaux, il leur 
donnera beaucoup moins de valeur. 

Les certificats médicaux doivent étre de pre- 
mier ordre si la bonne réputation du médecin 
doit étre maintenue. Méme si la compagnie 
d’assurance impose une obligation non désirable 
sur les épaules du médecin en lui demandant de 
bien analyser les contrats, il ne peut se sous- 
traire a ce devoir sans nuire 4 lui-méme, 4 la 
profession et aux gens qu'il soigne. Les devoirs 
professionnels ne peuvent se séparer des devoirs 
sociaux. 

Les certificats sont beaucoup plus que la clef 
des coffres-forts des compagnies d’assurance. IIs 
sont aussi la clef pour obtenir des positions 
aujourd hui et influencer le droit d’une personne 
au travail et déterminer son genre d'emploi. Un 
travailleur peut ne plus avoir droit aux compen- 
sations des accidents du travail par suite d'un 
rapport médical, mais lorsqu'il retourne a l’usine, 
le rapport du médecin de la compagnie peut 
indiquer que ce travailleur n’est pas en état de 
reprendre son ancien travail. Plusieurs de ces 
cas exigent un procédé de réhabilitation. Dans 
certains cas, le travailleur ne retournera jamais 
a son ancienne occupation et doit apprendre un 
nouveau métier ou travailler comme journalier le 
reste de sa vie. Dans trop de cas, personne se 
donne la peine d’expliquer ce fait au travailleur. 

L’on se demande pourquoi les médecins ne 
prennent pas une part plus active en recom- 
mandant un programme de réhabilitation et des 
métiers alternatifs surtout en avisant le patient 
le plus vite possible des besoins et des proble- 
mes de réhabilitation, etc. Trop souvent le pa- 
tient prend connaissance de son état seulement 
lorsqu’il retourne au travail, et méme dans ce 
cas il est renseigné indirectement. Il apprend sa 
condition avec surprise et n’a aucune personne 
a consulter si ce nest le chef ouvrier. 

Ici, il semble que le médecin ne réalise pas les 
conséquences de son réle, qu’il ne considére pas 
la portée trés grande de état du patient ou 
leffet que sa condition apportera sur son porte- 
monnaie. 

La profession médicale est mieux reconnue 
que toutes les autre professions. Cette haute 
réputation a été acquise au cours de plusieurs 
générations de travail ardu et de succés. Mais 
la profession subit actuellement un ajustement 
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trés difficile qui implique de grandes consé- 
quences sociales, dans la nouvelle période de 
sociologie que nous traversons. A moins que la 
profession ne s’ajuste rapidement le travail des 
générations précédentes sera oublié par un 
public changeant qui voit seulement les effets 
sociaux actuels des actes des médecins. 

La profession médicale semble au courant de 
ce fait et soccupe présentement d’entrainer les 
futurs médecins pour ce nouvel état. De plus en 
plus, les écoles médicales introduisent des cours 
de sociologie dans leur programme d études. Ce 
cours est nécessaire et utile. De nos jours, les 
médecins doivent connaitre l’économie, la 
sociologie et un peu de science commerciale. Ce 
qui est encore plus important, il doit posséder 
suffisament de conviction morale pour dire non 
lorsque non est la réponse honnéte quill doit 
donner. 

Ce qui est plus pressant actuellement a 
corriger, cependant, cest ignorance de soci- 
ologie du médecin qui doit connaitre les 
nouvelles demandes de la société et les consé- 
quences de ses propres actions. Voila la tache la 
plus difficile, et dans opinion du monde ouvrier, 
il s'agit du travail le plus urgent et le plus im- 
portant au point de vue des relations publiques, 
que la profession médicale doit envisager a 
Yégard de ce probléme. Il existe beaucoup 
dironie dans le fait que le médecin, étant rune 
des personnes~ qui travaillent le plus de nos 
jours, n’a pas le temps d’assister aux cours qui 
se donnent dans sa région, sur léconomie,. la 
sociologie et d'autres sujets qui pourraient lui 
donner une compréhension plus grande dans ces 
domaines. 
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CANADA 


CANADIAN Pusiic HEALTH AssociATION, Christmas Meet- 
ing of the Laboratory Section, Royal York Hotel, Toronto, 
Ont., December 17-18, 1951. 


UNITED STATES 
AMERICAN SOCIETY OF AN2STHESIOLOGISTS, Washington, 
D.C., November 5-8, 1951. 


THe AMERICAN COLLEGE OF SuRGEONS, 37th Clinical 
Congress, Civic Auditorium, San Francisco, Cal., Novem- 
ber 5-9, 1951. 


Tue RaproLtocicaL Society or NortH AMERICA, 37th 
Annual Meeting, Palmer House, Chicago, Ill., December 
2-7, 1951. 


AMERICAN MEDICAL ASSOCIATION, Clinical Session, Los 
Angeles, Cal., December 4-7, 1951. 

OTHER COUNTRIES 

Pan-Paciric SurcicaL AssoctATIOoNn, Fifth Congress, 
Honolulu, Hawaii, November 7-19, 1951. 


PAN-AMERICAN CONGRESS OF Pz:praTRICS, Montevideo, 
Uruguay, December 5-8, 1951. 


Wor.p FEDERATION FOR MENTAL HEALTH, Mexico City, 
Mexico, December 6-12, 1951. 
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INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico 
City, Mexico, December 11-19, 1951. 


FourtH PAN-AMERICAN CONGRESS OF OPHTHALMOLOGY, 
Mexico City, Mexico, January 6-12, 1952. 


AMERICAN MEDICAL ASSOCIATION, 
Chicago, IIl., June 9-13, 1952. 


THrrRD COMMONWEALTH AND EMPIRE HEALTH AND 
TUBERCULOSIS CONFERENCE, Central Hall, London, Eng- 
land, July 8-13, 1952. 


THIRTEENTH British CONGRESS OF OBSTETRICS AND 
eer, Leeds, Yorkshire, England, July 8-11, 


INTERNATIONAL CONGRESS 
London, England, July 14-19, 1952. 


Annual Session, 


NEWS ITEMS 


NEWS OF THE MEDICAL 
SERVICES 


Canadian Armed Forces 


Surgeon Lieutenant H. D. Oliver, R.C.N., recently 
graduated as Flight Surgeon from the U.S. Naval School 
of Aviation Medicine, Pensacola, Fla., following a 
thirteen month course. 


The following physicians were recently appointed to 
commissions in the Canadian Army Active Force: Captain 
J. S. Nielson, United Kingdom; Captain M. L. Brosnan, 
United Kingdom; Captain W. W. Coppinger, United 
Kingdom; Captain N. H. Gelpke, United Kingdom; 
Captain B. J. Pare, Montreal, Que.; Captain F. S. 
Hogarth, London, Ont. 


R.C.A.M.C. Medical Officers, now serving in Korea 
and Japan, are being returned to Canada in accordance 
with the rotation policy for the Canadian Army. This is 
resulting in a continuous flow of replacement medical 
officers from Canada to the Far East. 


Brigadier E. A. McCusker, C.B.E., M.C., E.D., M.P., 
Chairman of the Defence Medical and Dental Services 
Advisory Board, and the Directors of the Medical 
Branches of the Armed Forces, Surgeon Commodore A. 
McCallum, O.B.E., V.R.D., C.D., Medical Director Gen- 
eral, R.C.N., Brigadier W. L. Coke, O.B.E., C.D., 
Director General of Medical Services, Canadian Army, 
and Group Captain A. A. G. Corbet, E.D., Director of 
Medical Services, R.C.A.F., were in attendance by 
invitation at the Annual Meeting of the Association of 
Canadian Medical Colleges held in London, Ontario, 
on September 6 and 7, 1951. Amongst other matters 
not of immediate interest to readers of this column, 
consideration was given to the problem of the profes- 
sional manning of the medical services of the Armed 
Forces, under contemporary and emergent circumstances, 
and the problems of safeguarding the medical man- 
power production potential in the event of a national 
emergency. 


Major-General C. P. Fenwick, C.B., C.B.E., M.C., 
E.D., Honorary Colonel Commandant, Royal Canadian 
Army Medical Corps and Chief Medical Officer, Cana- 
dian Pacific Railway, has been appointed as the nomi- 
nated representative of the Defence Medical Association 
to the membership of the Defence Medical and Dental 
Services Advisory Board vice the late Brigadier H. M. 
Elder, C.B.E., D.S.O. 


OF PuHysICAL MEDICINE, , 
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Brigadier E. A. McCusker, C.B.E., M.C., E.D., M.P., 
Parliamentary Assistant to the Minister of National 
Health and Welfare, has been named as that Depart- 
ment’s representative on the Defence Medical and Dental 
Services Advisory Board and has been appointed by 
the Minister of National Defence as the Chairman of the 
Board vice Surgeon Commodore A. McCallum, O.B.E., 
V.R.D., C.D., Medical Director General, R.C.N. Dr. G. 
D. W. Cameron, M.D., C.M., D.P.H., LL.D., Deputy 
Minister of National Health has been re-designed as the 
Civil Defence representative on the Board vice the Co- 
ordinator of Civil Defence, Major-General F. F. Worth- 
ington, C.B., M.C., M.M. 


The fifth meeting of the Executive Committee of the 
Defence Medical and Dental Services Advisory Board 
was held in Ottawa on September 11, 1951. The Com- 
mittee consisted of Surgeon Commodore A. McCallum, 
(Chairman), Dr. G. D. W. Cameron and Dr. J. A. Mac- 
Farlane (vice Dr. T. C. Routley) was assisted in its de- 
liberations by Dr. E. A. McCusker and Brigadier W. L. 
Coke. The full Board met the following day, September 
12 under the Chairmanship of Dr. Sietinskae. In addi- 
tion to those members noted above the following were 
in attendance, Drs. M. H. Brown, L. O. Bradley, Don 
W. Gullett and M. G. Whillans of Toronto, Dr. C. P. 
Fenwick of Montreal, Dr. S. A. Moore of London, Dr. 
Mathieu Samson of Mastai, Que., Miss A. J. Macleod, 
Group Captain A. A. G. Corbet, Mr. G. M. Morrison, 
Brigadier E. M. Wansbrough, Director General Dental 
Services, and Dr. G. A. Winfield of Ottawa. 


The first para-rescue training course designed entirely 
for medical personnel was completed in the middle of 
October, 1951. This was a fourteen week course which 
included full instruction for survival and rescue in all 
types of country. A considerable proportion of the train- 
ing took place in the Jasper area, so that full familiarit 
was obtained on the practical problems associated with 
parachute jumping in mountainous country. The R.C.A.F. 
personnel comprise two Medical Officers, four nursing 
sisters and nine medical assistants. One nursing sister 
had to withdraw from the course in the last stages due 
to fracturing her fibula following one of her jumps. This 
will comprise the nucleus of the group of trained medi- 
cal personnel who will be available to render medical 
al in isolated areas where aircraft are unable to land. 


The four weeks’ indoctrination course was _ success- 
fully completed October 5, by 35 attending R.C.A.F. 
Medical Officers. Among the distinguished lecturers were 
Rear Admiral B. Groesbeck, Jr., United States Navy, 
Colonel J. Bollerud, United States Air Force, Colonel M. 
Sweeney, United States Air Force, Wing Commander 
J. B. Wallace, Royal Air Force and Mr. W. M. DeHaven, 
B.S.P., of Cornell University. During this course special 
stress was placed on the Medical Officers’ responsibility 
in the continuing indoctrination of all aircrew who are 
flying high speed, high altitude aircraft. 


Group Captain J. A. Sullivan, R.C.A.F. Reserve, was 
recently appointed a member of the Board of Governors 
of the University of Toronto. 


The following Medical Officers were recently promoted 
to the rank of Wing Commander and posted to the fol- 
lowing units: Wing Commander J. D. Munroe, to the 
Directorate of Medical Services (Air), A.F.H.Q.; Wing 
Commander J. Powell, Senior Medical Officer, R.C.A.F. 
Station, Trenton; Wing Commander I. Barclay, Staff 
Officer of Medical Services, Air Material Command. 


The Medical and Dental Services of the Canadian 
Armed Forces together with the Nursing Services were 
represented at the Annual Convention of the United 
States Association of Military Surgeons which was held 
at Palmer House, Chicago, October 8 to 10, 1951. 

The delegation was composed of: Surgeon Commander 
W. J. Elliot, Assistant Medical Director General, Royal 
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Canadian Navy; Colonel K. A. Hunter, O.B.E., C.D., 
Deputy Director General of Medical Services, Canadian 
Army; Group Captain A. A. G. Corbet, E.D,, Director 
of Medical Services, Royal Canadian Air Force; 
Squadron Leader F. M. Oakes, A.R.R.C., Principal 
Matron, Royal Canadian Air Force. 


ALBERTA 


The C.M.A., Alberta Division, held its annual meeting 
at the Macdonald Hotel in Edmonton, September 25 to 
28 inclusive. Dr. H. V. Morgan of Calgary was made 
President, the insignia of office being transferred from 
Dr. P. H. Sprague by Dr. H. B. Church, the Dominion 
President. The President-elect is Dr. M. R. Marshall of 
Edmonton. 

Hon. E. C. Manning, Premier of Alberta, gave a most 
valuable address to the members present at a noon 
luncheon, this speech was most timely and throws much 
light on the future policy of the government and medi- 
cal practice. 

Approval for the formation of Alcoholism Foundation 
for Alberta was made with Dr. J. D. Ross of Edmonton 
as Director. Mr. H. David Archibald, the Executive 
Director of Ontario spoke to the Alberta Foundation. 

During the annual dinner Dr. Peter Campbell of 
Lethbridge and Dr. R. M. Shaw of Edmonton were 
presented with finely engraved certificates of Honorary 
Membership in the C.M.A., Alberta Division. The 
registration of doctors’ wives showed one hundred and 
eighteen at their “coffee party”. A full slate of activities 
was carried by them during the sessions being held by 
the men. 

The Art and Hobby section was well patronized and 
many objects of the finer arts were on display. This is 
a rapidly growing section of the annual meetings and it 
is hoped it will be doubled next year and at Banff. 

W. CARLETON WHITESIDE 


BRITISH COLUMBIA 


The new Academy of Medicine of British Columbia 
is now completed, and has been handed over to the 
College of Physicians and Surgeons, whose property it is. 
The official opening of the building will take place on 
October 1, in the afternoon. The Hon. A. D. Turnbull, 
Minister of Health and Welfare, will officially open the 
building. , 

The first week of October was very full of medical 
meetings. The College of Physicians and Surgeons held 
its Annual Meeting on Monday, and various Sectional 
Meetings were scheduled for the evening. On Tuesday 
the Annual Meeting of the new B.C. Division of the 
Canadian Medical Association, (formerly the British 
Columbia Medical Association) began, and the first 
day was given up to the business meetings of the Asso- 
ciation. The following three days were devoted to 
scientific sessions and various social affairs, and the 
Meeting closed on Friday night, when a dinner was held, 
at which the chief speaker was Prof. Wm. Boyd, formerly 
Professor of Pathology at the University of Toronto, and 
now head of the department of Pathology at the Uni- 
versity of British Columbia. We hope to comment later 
more fully on this memorable paper. 


The Legislative Committee appointed by the B.C. 
Legislature to enquire into the workings of the B.C. 
Hospital Insurance Service has for the past week or ten 
days been holding meetings in Vancouver, where they 
received representations from various interested bodies. 
Among these was the College of Physicians and Surgeons, 
which presented a brief to the Committee. The repre- 
sentatives of the medical profession received a very 
cordial and attentive hearing, and the Brief presented is 
to be published in the Bulletin of the Vancouver Medi- 
cal Association. 


Among other points brought out in the current inquiry 
into B.C.H.I.S. matters, above referred to, one thing 
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that seems to stand out very clearly is the dissatisfaction 
of hospital boards and management generally over their 
financial relations to the Scheme. Hospital atter hospital 
has stated in no uncertain terms that they have large 
deficits—that they cannot get prompt payment of the 
sums owing them, that co-insurance charges are hard 
to collect, and the arbitrary cuts are made in the budgets 
that they present, which in their opinion are inequitable. 
Several hospitals have stated flatly that they will have to 
close their doors unless they can get relief from this 
state of affairs. Undoubtedly the report of the inquiry 
will offer solutions of these and many other problems. 


The recent death of Dr. G. K. McNaughton of 
Cumberland at the age of 74, has removed from the 
ranks of British Columbia medicine a man whose loss 
will long be deeply felt. 

Dr. McNaughton was something of an institution in 
this part of the world. He had practised medicine in 
Cumberland for 45 years, and was deeply respected 
and loved by the whole community. He had a strong 
sense of civic responsibility, and was active in many 
community affairs. As a member of the medical pro- 
fession, he took his part in the work of the British 
Columbia Medical Association, and was a wise councillor 
in its meetings and deliberations. 


A clinic for the diagnosis and treatment of cancer is 
to be established at the Royal Jubilee Hospital in 
Victoria, and will be the first branch of the B.C. Cancer 
Foundation outside of Vancouver. 

Dr. H. H. Murphy, for so long the Director of the 
X-ray Department of the Hospital, has been appointed 
Director of the Clinic. 


Dr. William Gibson, director of research for the Crease 
Psychological Clinic, and assistant professor of neuro- 
logical research at the U.B.C., has returned from Copen- 
hagen, where he attended the Congress on Poliomyelitis. 
Her Majesty Queen Ingrid, and Dr. Nels Bohr, the 
famous atomic physicist, opened the Congress, which 
was attended by some 500 delegates from 50 countries. 


Following the example set some two years ago by 
the Vancouver General Hospital, St. Paul’s Hospital in 
Vancouver has opened a Chiropody Clinic, for use in 
connection with the out-patient clinics of the hospital. 
The members of the chiropody profession installed at 
their own expense the equipment necessary for the 
Clinic. If the experience of the Clinic at the Vancouver 
General Hospital is any guide, this Clinic will rapidly 
become one of the busiest and most useful units of the 
out-patient department, under whose control it is 
operated. 


Hon. Paul Martin paid a visit to. British Columbia 
recently, and in the course of his visit made several 
speeches, in which he gave an account of the various 
grants made by his Department of National Health and 
Welfare, to hospitals, health departments, etc. There is 
no doubt the Federal Government is implementing its 
promises made in this direction at previous sessions. 


The British Columbia Pharmaceutical Association re- 
cently held its Diamond Jubilee Convention in Van- 
couver. It published a special number of the Associa- 
tion’s Journal, which gives a very complete, and most 
interesting, review of the growth of pharmacy as a pro- 
fession. Reading this number, one is impressed by the 
foresight and public spirit of the earlier practitioners 
of this art, so helpful and indispensable to all practising 
physicians. It takes us back to the rather dubiously 
“good old days”, when a letter appeared in the journal 
of the day, from a druggist who complained of having 
to pay a commission to a doctor on prescriptions written 
by the latter. We read of a complaint by the Medical 
Officer of Health for British Columbia, Dr. C. J. Fagan, 
about the high percentage of alcohol in patent medi- 
cines, and so on. 

The profession of Pharmacy has gone a long ee | in 
the past sixty years, and has now reached a point where 
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it has its own Faculty of Pharmacy in the University of 
British Columbia, headed by Dean E. L. Woods, B.S.C., 
M.Sc., who contributes a scholarly and most interesting 
article to the issue. J. H. MacDERMoT 


NEW BRUNSWICK 


Dr. A. F. Torrie has opened an office for the practice 
* Bone and Joint surgery at the Fredericton Medical 
Clinic. 


Dr. G. W. A. Keddy of Saint John and Dr. Ralph 
Myers of Moncton were made officer brothers of the 
Venerable Order of the Hospital of Saint John of 


Jerusalem as announced recently by Viscount Alexander. 


Dr. Sidney M. Tobin has established a practice in 
Saint John in Obstetrics and Gynecology. 


The New Brunswick Branch of the Defence Medical 
Association of Canada met at St. Andrews in conjunction 
with the 71st annual meeting of the N.B. Medical Society. 
The chief address was presented by Col. Tieman, com- 
mand medical officer. Officers elected were: Honorary 
President: Lieut.-Col. G. B. Peat; President; Lieut.-Col. 
J. P. McInerney, Vice-President; Maj. R. B. Eaton; 
Secretary; Lieut. Col. J. A. Melanson. N.B. Delegate to 
the National Association Meeting was Major A. F. 
Chaisson. 


The St. Croix branch of the New Brunswick Medical 
Society was host to the doctors of the province at the 
71st annual meeting at St. Andrews. 

Officers for the year 1951-52 were elected as follows: 
President—Dr. R. D. Roach, Moncton; Ist Vice-President 
—Dr. George Skinner, Saint John; 2nd Vice-President— 
Dr. G. F. Wolverton, Woodstock; Treasurer—Dr. George 
White; Secretary—Dr. F. L. Whitehead. 

The Scientific Program carried papers by: Dr. H. M. 
Coleman of the Toronto East General Hospital. Dr. 
Carleton B. Peirce of the Royal Victoria Hospital, Mon- 
treal. Dr. E. M. Worden of Montreal. Dr. Stanley M. 
Campbell of Toronto. Dr. Bentley P. Colcock of the 
Lahey Clinic, Boston. 

Luncheon speakers were: Dr. H. B. Church, president 
of the C.M.A., Dr. A. D. Kelly of the C.M.A. and Dr. 
Glenn I. Sawyer of St. Thomas, Ontario. 

Round Table discussions included: (1) Maternal Wel- 
fare. (2) Trauma. 

The business sessions were of unusual interest: The 
by-laws and regulations of the society had been studied 
by the committee during the past year. The redrafted 
by-laws as presented were approved, bringing up to 
date various changes which will be of value in the con- 
duct of the society’s affairs. 

The society approved Blue Cross-Blue Shield in New 
Brunswick provided: (a) that approval so granted shall 
not exclude any other plan of pre-paid cathe! care to 
which the N.B. Medical Society may subsequently grant 
approval. (b) that this approval shall be on a yearly 
basis renewable at each annual meeting and may be 
withdrawn in exceptional circumstances at a_ special 
general meeting of the society. (c) two members of the 
society be selected to serve on the Board of Directors 
of the M.H.S.A. (d) The Board of Directors of Trans 
Canada Medical Services be informed that the Blue 
Shield Plan operated by M.H.S.A. is approved by the 
N.B. Division of the C.M.A. 

A special committee is to be appointed to study the 
position of physicians in Public Health services and to 
seek improvement in their salaries, so that these salaries 
will be in more equitable relation to that of other 
specialists. 

Dr. Frank A. Smith, as official representative, brought 
best wishes to the annual meeting from the Maine Medi- 
cal Association. He was accompanied by a number of 
other physicians from adjacent counties of Maine. 

The annual meeting in 1952 will be held at St. 
Andrews. 


Canad. M. A. J. 
Nov. 1951, vol. 65 


Dr. J. P. McInerney won the VanWart Golf Trophy. 
Dr. Pendrigh, runner up. Mrs. G. E. Chalmers won the 
St. Croix Golf Cup for ladies. Mrs. F. L. Whitehead, 
runner up. A. S. KirKLAND 


NOVA SCOTIA 


The Dalhousie Medical Students Society has asked 
the Nova Scotia Division of the Canadian Medical Asso- 
ciation to establish a loan fund at the medical school, 
thus pointing up again the fact that the day of the self- 
made doctor, who through the summer season earned 
by the sweat of his brow his living and medical educa- 
tion for the ensuing year, is over. All the might of 
labour unions have apparently not produced improve- 
ment in the lot of the labouring man comparable to the 
increased cost of daily bread and the increased cost and 
time involved in getting medical education. Present 
sources of loans from the Dominion-Provincial Fund 
and the W. K. Kellogg Foundation along with other 
—_ bursaries are, hey say, inadequate to meet their 
needs. 


Nova Scotia’s Health Minister Harold Connolly ad- 
dressed the annual meeting of the Nova Scotia Tuber- 
culosis Association. He stressed the fall in Nova Scotia’s 
tuberculous death rate from 118 per 100,000 in 1927 
to 28.5 in 1949. He paid particular tribute to the 

owth and development of voluntary organizations for 
: prevention and control of tuberculosis, a remarkable 
achievement in view of today’s present trends to look 
to the government to provide all types of service. Elected 
as President of the organization was Dr. C. E. A. deWitt, 
Wolfville. Other officers included Dr. A. F. Miller, Kent- 
ville, as Honorary President and Dr. C. J. Beckwith, 
Halifax, Past President. 

Elected as President of the Cumberland Medical 
Society is Dr. R. E. Price, Amherst. Vice-President is 
Dr. C. R. Adams, Springhill; Secretary-Treasurer Dr. J. 
A. Langille, Amherst. Representatives to the Executive 
of the Nova Scotia Division are Dr. Kernohan, Parrs- 
boro, and Dr. Langille. 


St. Martha’s Hospital, Antigonish, announces total sub- 
scriptions of $78,000 in response to the Building Fund 
Campaign. Varying all the way from the $48,000 con- 
tribution of Antigonish town itself to the $10.00 of a far 
outlying village, subscriptions were good evidence of 
the high esteem to which St. Martha’s is held in eastern 
Nova Scotia. 


Grants enti $6,875 were given to Dalhousie Medi- 


cal School by the Federal Department of Health and 
Welfare for three research projects: (1) Under the 
direction of Dr. J. P. Corston the study of 250 babies 
born between 1923 and 1935 to determine the existence 
of mental retardation. (2) The Halifax Tuberculosis 
Hospital to carry out a follow-up survey on discharged 
patients living in the Halifax district. (3) The Grace 
Maternity Hospital for case room demonstrations and 
modern nursing teaching. 


Dr. Edwin B. Astwood, Research Professor of Medi- 
cine at Tufts Medical School, spoke to the profession at 
the Victoria General Hospital on “The Treatment of 
Thyroid Diseases” and thereby opened the series of 
lectures to be given by outstanding medical men under 
the direction of the postgraduate committee of the Dal- 
housie Medical School. ArTHUR L. MurPHY 


ONTARIO 


The Toronto General Hospital will conduct an appeal 
in January 1952 for $14,000,000 for new buildings and 
for modernization of existing facilities. It is the first 
appeal for such purposes since the present public sections 
were built in 1911 for a city of 382,000 people. 

About 400 new beds will be added, bringing the total 
number to 1,700. This includes the Wellesley division. 
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Seven new buildings are proposed, among these are a 
building to house the new Department of Rehabilitation 
and Physical Medicine, another is the construction of an 
Obstetrics and Gynecology building on the site of the 
old Hospital for Sick Children on Elizabeth Street and 
a third is the new building for treatment of eye diseases. 

E. P. Taylor is the general chairman of the fund 
raising committee. 


The Faculty of Medicine, Queen’s University, has 
announced these appointments: Professor of Pathology, 
Dr. R. H. Mote; Clinical Assistant in Pediatrics, Dr. A. 
M. Bryans, this appointment is part of the expansion 
program in Pediatrics sponsored by the Atkinson 
Foundation; Lecturer in Medicine under a senior medi- 
cal research fellowship of the National Research Council, 
Dr. D. L. Wilson. 

Dr. G. M. Brown has been promoted from associate 

rofessor to Professor of Medicine; Dr. H. G. Kelly 
lon lecturer to Assistant Professor of Medicine; Dr. 
A. R. Tilley from lecturer to Assistant Professor of 
Plastic Surgery. 


Dr. K. W. G. Brown and Dr. J. M. Parker of the 
University of Toronto, Dr. K. K. Carroll and Dr. G. W. 
Manning of the University of Western Ontario, and Dr. 
H. G. Kelly of es University are among 13 doctors 
receiving a total of $53,500 in life insurance medical 
fellowships. Eight of the fellowships were renewals; five 
were newly established this year. 

At the same time the Canadian Life Insurance Officers 
Association announced it was continuing its support of 
the study of the process of aging under the direction of 
Dr. A. L. Chute at the Hospital for Sick Children. Part 
of this research is carried on at the University of Toronto, 
and for this purpose $7,500 is placed at the disposal of 
the Banting and Best Department of Medical Research, 
and $3,500 at the disposal of the university’s depart- 
ment of medicine. Workers in these departments are 
concerned with a study of the hardening of the arteries 
of diabetics. 


Miss Eugenie Hibbard, an early graduate of the 77- 
year old Mack Training School, St. Catharines, has been 
honoured by a bronze plaque in the Panama Canal zone 
erected to her memory. She organized nursing services 
in Panama in 1904 after serving as a nursing sister in 
the South African War. Later she set up a trainin 
school for nurses in Cuba. In 1904 she was appointe 
head nurse at Ancon Hill Hospital in the Panama Canal 
zone, during the construction of the canal. She died in 
Jamaica in 1949 at the age of 90. 


The College of Physicians and Surgeons of Ontario 
has paid $200 to the medieal libraries of each of the 
four medical faculties in the province. Any medical 
= in Ontario has the privilege of using these 
ibraries. 


At the Chicago Medical Society postgraduate course 
on endocrine and metabolic diseases Professor Ray 
Farquharson will speak on “Functions of the Anterior 
Lobe of the Pituitary Lobe”, “Anorexia Nervosa” and on 
“Extreme Insufficiency of the Anterior Lobe of the 
Pituitary Gland.” 


The Alcoholism Research Foundation has_ been 
established by an Act of the Ontario Legislature to 
conduct and promote a program of treatment, research 
and education in the field of alcoholism. The services 
of the Foundation are provided for the assistance of any 
person in the province who has a problem with alcohol 
and is sincere in his desire for help. This refers to those 
whose use of alcohol to excess interferes adversely with 
their daily lives. 

Three types of treatment service are available. de- 
pending on the nature and severity of the alcohol 
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problem presented. (a) An emergency service for the 
stuporose patient. (b) An in-patient rehabilitation serv- 
ice. (c) An out-patient clinic service for continuing re- 
habilitation. 

Arrangements have been made with the Toronto Gen- 
eral Hospital and St. Michael’s Hospital where alcoholics 
in the acute toxic stage can be admitted to special 
ward accommodation for two or three days to treat the 
emergency and to develop a plan of rehabilitation. After 
the emergency treatment is completed, if further treat- 
ment is required, the patient can be admitted to Brook- 
side Hospital a 21-bed institution near Toronto. At 
Brookside convalescent care, under the supervision of a 
qualified internist and a psychiatrist, is offered for male 
patients only, who are recovering from the after effects 
of a more or less prolonged period of intoxication. This 
period of hospitalization will be about 5 to 14 days. 

Brookside Clinic, Avenue Road, provides diagnostic, 
consultative and treatment services for the ambulant 
alcoholic and his family. The treatment team consists of 
a psychiatrist, general physician and social worker. The 
referring physician is given full reports. There is close 
co-operation with Alcoholics Anonymous. Females can 
be treated by the emergency service and at the Out- 
patient Clinic. 

Members of the medical advisory board are Dr. J. A. 
MacFarlane, chairman, Dr. R. F. Farquharson, Dr. J. K. 
W. Ferguson, Dr. A. B. Stokes, Dr. G. E. Hobbs and 
J. M. Blackburn, Ph.D. 


Malton Convalescent Centre of the Workmen’s 
Compensation Board has had many visitors from all 
over the world this summer. In June a doctor from 
Sweden was in residence, in July a doctor from Puerto 
Rico came. Later fifteen medical people from France 
paid a visit. A delegation from South Africa came in 
September and a visitor from Chile is expected soon. 


s 


Dr. Joseph Taylor Albert Sullivan, assistant professor 
of otolaryngology, has been appointed to the ne .of 
governors of the University of Toronto. He is consultant 
to the R.C.A.F., in which he served as a Group Captain 
during the war. He is chief of the department of oto- 
laryngology at St. Michael’s Hospital. As an under- 
graduate i achieved prominence as a hockey player. 
After graduation he was goaler on the Canadian Olympic 
hockey team, the Varsity Grads, World’s champions in 
1928. He was one of the pioneers in the fenestration 
operation for otosclerosis. In 1949 he addressed a meet- 
ing - the International Congress of Otolaryngology in 
London. 


The Toronto Board of Education is building a com- 
posite health school on Blythwood Road, not far from 
Sunnybrook, The school will have 30 rooms, about half 
of them regular classrooms and half of them special 
rooms. Crippled children now taught at Wellesley Street 
Public School will be moved there and certain other 
types of handicapped children will be taught. The cost 
of the building will be $817,000. 


An alcoholism treatment centre has been opened at 
Mimico Reformatory. The new hospital will accommodate 
80 persons. Treatment is on a purely voluntary basis. 
In addition to treatment proper the plan includes a job 
training program for prisoners who have time remainin 
in their sentence following discharge from hospital. 
There will also be a follow-up service which will become 
effective on their release from reformatory. The Mimico 
centre will be staffed by a medical officer, a psychiatrist 
and a psychologist. 


Alexander G. MacIntyre of Lucknow, who has com- 
pleted two years of premedical work at University of 
Toronto, has been awarded the Oxford Medical scholar- 
ship valued at more than $1,000 a year for five years’ 
study in England. Lituian A, CHASE 
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QUEBEC 


A three-day meeting of L’Association des Medecins de 
Langue Francaise du Canada was held at Three Rivers 
in October. The opening session was addressed by 
Premier Maurice Duplessis, who discussed the subject 
of National Health Insurance. In his opinion, any national 
system of mandatory health insurance would be a practi- 
cal impossibility in the Province of Quebec. He was, as 
always, deeply concerned with the maintenance of 
provincial rights. Professional corporations should in 
maintaining their rights, act as a barrier against any such 
system as compulsory health insurance. Physicians must 
of course play their indispensable part in society, but 
they head not be subjected to any plan which would 


turn them into civil servants. The Provincial Govern- , 


ment, he said, was gradually and steadily building hos- 
pitals in all parts of the Province, through which medical 
services would be made generally available. 

The Premier stent also that a diagnostic centre 
was soon to be built in Montreal, at which patients 
could have tests and examinations without entering 
hospital. 

Dr. Albini Paquette, Provincial Minister of Health, in 
addressing the meeting, warned physicians against over- 
specialization, and spoke of the need for doctors in rural 
areas. The tendency towards over-specialization, he said, 
led to concentration of doctors in cities and towns. 


SASKATCHEWAN 


The 44th annual convention of the Saskatchewan 
Division was held in Moose Jaw, September 17 to 20. 
This was the first time in Moose Jaw since 1939. 

It was a very successful meeting and 225 members 
registered during the convention. Great credit is due 
to the Moose Jaw District Society who so ably acted 
as hosts and whose preparatory work contributed so 
much to the success. 

At this meeting the time of the convention was ex- 
tended by one day and the clinical program was in- 
creased to include more guest speakers. The doctors 
who attended found the clinical papers stimulating and 
have expressed their appreciation to the speakers. 

The 45th annual meeting will be held in Regina 
during the early part of October 1952. 


The news has been received in Saskatchewan with 
considerable pleasure that the Canadian Red Cross 
expects to open its blood bank here early in 1952. Blood 
donor clinics will be established in both Regina and 
Saskatoon. Banks and processing centres will be the 
University Hospital, Saskatoon and the Regina General 
Hospitals. 


A new hospital has been opened at Lloydminster, 
being a joint effort by the governments of Saskatchewan 
and Alberta and the Lloydminster district. It replaces the 
old structure which became obsolete as the Lloyd- 
minster district developed to become now the centre 
of one of the oil fields in the West. 


The President of Council advised the profession that 
at August 15, 1951, there were 644 registered and 
resident medical men in the province. This is probably 
the largest number of medical men that have ever been 
in the province at one time. This is a net gain of 19 
over last year even when losses due to death, retirement 
or removal have been considered. Of these 19, three- 
quarters of the increase (fifteen) went into the active 
practitioners. 


One of the problems which will be actively studied 
in Saskatchewan during the coming year will, be the 
application of the principles of public health. It seems 
to the profession in Saskatchewan that the Department 
of Public Health and the medical profession must soon 
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find the common ground and satisfactory modus operandi 
to fulfil their mutual and similar responsibilities in caring 
for the health needs of this province. 

G. Gorpdon FERGUSON 


GENERAL 


The University of Toronto, Faculty of Medicine offers 
a postgraduate course in Ophthalmology extending over 
three years. The graduate instruction in Ophthalmology 
in the teaching hospitals in Toronto has been co-ordinated 
under the direction of the University. The first year on 
a Fellowship, the value of which is approximately $1,400, 
the student spends in one of the basic sciences of 
Ophthalmology, and the final two years are spent on 
the intern service of one or more of the University 
teaching hospitals. Approximately four hours of didactic 
teaching are arranged for the students by members of 
the staff each week from October to May. On Saturday 
nena staff ward rounds are made at the Toronto 
General Hospital and are attended by the interns from 
the other teaching hospitals. 

A sound knowledge of neurology and metabolic dis- 
eases is desirable. The following courses are given: 
Geometric and Physiological Optics, Physiology of the 
Eye, Principles and Practice of Biomicroscopy, Perimetry, 
Ocular Therapeutics, Medical Ophthalmology, Pathology 
of the Eye, Bacteriology and External Diseases of the 
Eye, Embryology and Developmental Anomalies of the 
Eye, Ocular Motor Anomalies, Anatomy of the Orbit, 
Skull and Brain, Radiological Ophthalmology, Industrial 
Ophthalmology, Intra-ocular and Plastic Surgery, Path- 
ology of the Visual Pathways, Refraction, Neuro- 
ophthalmology, Glaucoma. Senior interns are given 
instruction in the preparation and presentation of 
scientific papers. 

Appointments are made in December to commence 
on the following July 1. 


Second Annual Research and Clinical Fellowships 
Awarded.—As one of the direct results of the 1951 
Divisional campaigns, the Canadian Arthritis and Rheu- 
matism Society has been able to expand its Research 
and Clinical Fellowship program. The following awards 
have been made for the year July 1951 to June 1952: 

Research Fellowships: Dr. M. A. Ogryzlo, Department 
of Medicine, University of ‘Toronto; Dr. Charlotte 
Ferencz, Children’s Memorial Hospital, Montreal; Dr. 
J. Norrie Swanson, Department of Medicine, University 
of Toronto; Mr. Fernand George Peron, Department of 
Biochemistry, McGill University. 

Research Grants.—Dr. J. D. Keith, Hospital for Sick 
Children, Toronto; Dr. R. F. Farquharson, Department 
of Medicine, University of Toronto; Dr. James A. 
Dauphinee, Department of.Pathological Chemistry, Uni- 
versity of Toronto; Dr. H. Garfield Kelly, Department of 
Medicine, Queen’s University; Dr. Louis-Paul Dugal, 
Department of Medicine, Laval University; Dr. Hans 
Selye, Department of Experimental Medicine, University 
of Montreal. 

Clinical Fellowships: Dr. deGuise Vaillancourt, 
Columbia University, New York City; Dr. Joseph A. 
Blais, Massachusetts General Hospital, Boston; Dr. 
Douglas Bocking, Massachusetts General Hospital, 
Boston; Dr. R. W. Lamont-Havers, Columbia University, 
New York City; Dr. K. C. Boyce, Cornell University, 
Ithica, N.Y.; Dr. A. E. Paquet, Children’s Hospital of 
Philadelphia; Dr. Roger Demers, West London Hospital, 
Hammersmith, England; Dr. J. F. S. Hughes, West 
London Hospital, Hammersmith, England; Dr. H. S. 
Robinson, Shaughnessy Hospital, Vancouver; Dr. J. F. L. 
Woodbury, Sunnybrook Hospital, Toronto; Dr. E. G. 
Kidd, The Hospital for Special Surgery, New York. 


Physicians’ Incomes in the U.S.—Physicians in civilian 
practice in the United States had an average net income 
before taxes of $11,058 in 1949. This was revealed in a 
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nation-wide survey of physicians’ incomes made in 1950 
by the Office of Business Economics of the Department 
of Commerce, in co-operation with the Bureau of Medi- 
cal Economic Research of the American Medical Asso- 
ciation. The complete report is available (15c) in a re- 
print from the Superintendent of Documents, U.S. 
Government Printing Office, Washington 25, D.C. The 
Article entitled “Income of Physicians, 1929-49,” was 
written by William Weinfeld and originally printed in 
the Survey of Current Business. Fifty-five thousand 
replies had been received from the 125,000 submitted 
questionnaires. 

The survey showed that neurosurgeons had the highest 
average net income, $28,628. Pathologists were second 
with $22,284, followed by gynecologists with $19,283. 
The $11,058 figure edeaet findings from salaried as 
well as independent practitioners, but excluded interns, 
residents, and teachers. 

Physicians in private practice averaged $11,858; 
salaried physicians, $8,272. Only one out of five phy- 
sicians were salaried. While 13% of those in private 
practice had a net income of less than $3,000, only 9% 
of the salaried physicians made so little. However, 8% 
in private practice earned in excess of $25,000, while 
only 1% of the salaried men made that much. 

Independent practitioners earned the highest average 
net incomes in cities of about 350,000 population, while, 
on the average, incomes were highest in the West, 
lowest in New England. Minnesota led with an average 
of $13,175; Vermont, with $7,527, trailed. The report 
also noted that in the twenty year period from 1929 to 
1949, physicians’ average incomes had more than 


doubled. 


Urology Award.—The American Urological Association 
offers an annual award of $1,000 (first prize of $500, 
second prize $300 and third prize $200) for essays on 
the result of some clinical or laboratory research in 
Urology. Competition shall be limited to urologists who 
have Toon in such specific practice for not more than 
five years and to men in training to become urologists. 

For full particulars write the Secretary, Dr. Charles 
H. deT. Shivers, Boardwalk National Arcade Building, 
Atlantic City, New Jersey. Essays must be in his hands 
before February 15, 1952. 


Hon. Paul Martin, Minister of National Health and 
Welfare, has announced the appointment of S. D. Den- 
man, Montreal, as personal advisor to the minister on 
civil defence planning and organization. He will also 
act as special assistant to F. F. Worthington, federal 
civil defence co-ordinator. 





ABSTRACTS from current literature 


MEDICINE 


Acute Benign Pericarditis. 


RosENow, O. F. AND Cross, C. J.: Arcnu. INT. 
Mep., 87: 795, 1951. 


The authors feel that this disease is apt to be mis- 
taken for acute myocardial infarction, whereas it usually 
affects persons of a younger age group, runs a relatively 
benign course and has no sequele after recovery. 

Pain in a person of the “precoronary” age group 
should suggest benign pericarditis rather than a more 
serious heart condition, especially if there is a history 
of recent respiratory infection. A very significant point 
is that deep breathing makes the pain worse which is 
not true in myocardial infarction. The shallow respira- 
tions are the result of voluntary splinting of the chest. 
Another sign characteristic of acute pericarditis is that 
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the patient assumes a sitting, leaning forward position 
to obtain relief from the pain. A pericardial friction rub 
is of course confirmatory, usually audible early in the 
disease. X-ray findings an increase in heart size, profound 
shock is not present in this disease. There is an eleva- 
tion of temperature, with some increase in the leuco- 
cytes and an increased sedimentation rate. Serial elec- 
trocardiograms are helpful in that the tracings eliminate 
coronary thrombosis. There is always an initial elevation 
of the ST segment and an upright T wave. Four cases 
of acute pericarditis are reported which illustrate the 
points mentioned. P. M. MAcpONNELL 


Tuberculous Appendicitis. 
JAFFE, F. A.: Am. Rev. TuBerc., 64: 182, 
1951. 


The literature is reviewed and 203 cases of tuber- 
culous appendicitis are recorded to which the author 
adds 17 additional cases, comprising 0.11% of all ap- 
pendices removed during a 24 year period. The ages 
of the patients ranged from 19 to 52 years. There was 
equal occurrence in males and females, and the mean 
age of the males was 35.6 years, while that of the 
females was 27.8 years. One case (11.7%) occurred in 
the second decade, 47% in the third decade, 29.4% in 
the fourth decade, and 1.9% occurred in the sixth 
decade. There were four groups of symptoms. The first 
group of patients had a history of transient attacks of 
slight pain with no definite localization in the lower 
abdomen; there had been no suggestion of an acute ab- 
dominal lesion. The second group had severe pain 
localized in the right lower quadrant of the abdomen; 
often associated with vomiting, lasting 6 weeks to 12 
hours, before admission. The third group had had an 
acute onset of severe pain in the right lower abdominal 
quadrant for 30 hours to 4 days previous to admission, 
while the fourth group (female patients) complained ot 
dysmenorrhocea, dyspareunia, and leukorrhcea, with 
poorly localized abdominal pain in whom operation 
revealed tuberculous salpingitis and endometritis, as well 
as appendicitis. In no case was a definite diagnosis made 
before operation. In all -cases the clinical signs were 
non-specific and non-characteristic, while acute symp- 
toms occurred with secondary infection. Tuberculosis of 
the appendix predisposes the appendix to secondary in- 
fection via the mucosa and the lesions showed no 
tendency to heal. J. A. Stewart DorrANce 


Sodium y-Resorcylate in Rheumatic Fever. 


Rew, J., Watson, R. D., Cocuran, J. B. AND 
SpROULL, D. H.: Brit. M. J., 2: 321, 1951. 


The dose of salicylate for full therapeutic activity in 
rheumatic fever may cause toxic accumulation and re- 
actions. The search for another suitable drug has shown 
that orthohydroxybenzoic acid has a good therapeutic 
action in rheumatic fever, while its isomers the meta- 
and para-hydroxybenzoic acids are inactive. The ortho- 
isomer of salicylic acid will form the chelate or claw- 
like ring and in this chelate ring formation lies its anti- 
rheumatic fever action. Investigation showed that y-resor- 
cylic acid would form two chelate rings and it was tried 
on seven patients 12 to 44 years of age with rheumatic 
fever, in doses of 0.6 to 7.0 gm. per day. Arthritic 
manifestations were relieved in four days in all patients, 
commencing a few hours after the oral administration 
of the drug. In five to seven days following a slight 
initial rise pulse rates and temperature gradually fell 
to normal, although less rapidly than with salicylates. 
There is no induced perspiration with y-resorcylate, hence 
the temperature fell by lysis rather than by crisis. Four 
patients showed evidence of the “dehydration syndrome” 
similar to that caused by salicylates—myalgia, arthralgia, 
muscular weakness, emotional upsets, moderate fever, 
tachycardia, and dry tongue. Two patients had puffy 
faces with acneform eruptions, decreased carbohydrate 
tolerance, and increased growth of hair on the back. 
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One patient developed a typical “dorsal fat pad” and 
another showed the signs and symptoms of Cushing’s 
syndrome. The E.S.R. was lowered in all seven patients. 
Urinary output of nitrogen is initially increased by y- 
resorcylate associated with chloride and water retention. 
When the nitrogen output becomes normal there is a 
chloride and water diuresis. These changes in metabol- 
ism are similar to those caused by salicylate therapy. 
There was no deafness nor tinnitus. The effective dosage 
of y-resorcylate is much less than that of salicylates and it 
is similar to ACTH and cortisone in its effect on healing. 

J. A. Stewart DoRRANCE 


The Peripheral Circulation During General 
Anesthesia and Surgery. 


Lynn, R. B. AND SHACKMAN, R.: Brit. M. J... 


2: 333, 1951. 


With the use of calf, foot, and hand plethysmoghaphs 
the authors studied the limb blood flows in the pre- 
anesthetic sedated period and during the operative 
procedure. Two groups of patients were studied, Group 
I mneegning short and minor operations, and Group II 
undergoing lengthy major operations. During the entire 
period of Group I operations increased limb flows were 
maintained. During the early stages of Group II opera- 
tions there were increased limb flows, while during 
the later stages the limb flows fell to levels below the 
pre-anesthetic resting levels. Active vasodilatation in 
the vessels of the limb causes the increased peripheral 
blood flow, and the subsequent fall in blood flow during 
the later stages of the longer operations of Group II is 
due to peripheral blood vessel vasoconstriction. This 
vasoconstriction is a circulatory readjustment to com- 
pensate for a fall in blood pressure. Maximum compensa- 
tion by intense and prolonged vasoconstriction indicates 
overt clinical shock. J. A. Stewart DorrANCE 


The Family Doctor and Diabetic Coma. 


PEASE, J. C. AND Cooke, A. M.: Brit. M. J., 
2: 336, 1951. 


Diabetic precoma refers to a conscious but drowsy 
patient with diabetic ketosis, with good prognosis; while 
diabetic coma indicates a patient unconscious from dia- 
betic ketosis, with poor prognosis. The authors present 
a study of 111 cases of diabetic precoma and 74 cases 
of diabetic coma with four deaths. The diabetic patient 
should be educated that it is essential to take sufficient 
insulin to control glycosuria and ketonuria; infections 
increase the severity of the diabetes; during illness the 
testing of the urine is very important; during sickness 
the carbohydrate of the diet must be taken if the diet 
is not acceptable; and, half the insulin should be taken 
if there is vomiting and the doctor should be called 
immediately. Infections cause a decreased carbohydrate 
tolerance with a resulting ketosis, accompanied by 
anorexia and/or vomiting. This must be controlled before 
the onset of precoma or coma. If a patient is to be sent 
to hospital insulin should be given as soon as a diag- 
nosis is made, as delay may be serious or fatal, and 
every hour counts. If the Benedict’s urine test is red 
give 40 units of soluble insulin, orange give 32 units 
soluble insulin, yellow give 20 units soluble insulin, and 
if the ferric chloride test for ketone bodies is positive 
add 20 units soluble insulin to the above schedule, and 
do not give carbohydrate to “cover” the insulin. When 
the patient is unconscious pass a stomach tube and 
aspirate the gastric contents. All these are essentially 
first aid measures preparatory to sending the patient 
to hospital. J. A. Stewart DorrANCE 


Complications Following Resection for 
Tuberculosis in Streptomycin Treated Patients. 


Murpny, J. D. et al.: Dis. or Cuest, 19: 493, 
1951. ‘ 


Bronchopleural_ fistula, followed or initiated by an 
empyema is the most serious complication following 
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lobectomy or pneumonectomy. There are more compli- 
cations atter pneumonectomy than lobectomy. Resections 
were usually performed for residual cavities following 
permanent or temporary collapse, and in this group 
11.2% developed fistula, and in those who had re- 
section for other reasons 17.8% developed _fistulz. In 
the resection group for residual cavities, 39 had had no 
previous streptomycin until one week previous to and 
two weeks following resection. None developed compli- 
cations whereas 30.4% of those who had previous 
streptomycin treatment developed fistule. Fistule de- 
veloped must often in those cases where a destroyed 
lung was resected. In this study of 146 cases, active 
endobronchial disease was not a contributing factor to 
the development of complications. Progressive tuber- 
culosis with exudative spread caused a higher incidence 
of complications. Pleural contamination was a very im- 
portant contributing factor to the development of 
sequelz. The authors advocate the careful study of every 
patient and streptomycin should be used cautiously and 
if necessary its use should be deferred until the time 
of surgery. Revising previous conclusions, thoracoplasty 
should always be used initially whenever applicable, 
and should be followed by resection, if necessary as 
post-thoracoplasty resection is less of a shock to the 
patient and the empyema space is smaller, hence de- 
creasing the chance of the formation of a fistula. 

J. A. Stewart DoRRANCE 


Tuberculosis of the Genito-Urinary Tract. 
Hersst, W. P.: Dis. or Cuest, 19: 537, 1951. 


Genito-urinary tuberculosis occurs most frequently be- 
tween 20 and 40 years of age, in both sexes, Hzmato- 
genous spread from an old or recent infection elsewhere 
is the rule. Pathologically the involvement may be 
divided into acute, with a fatal termination, and chronic, 
which becomes necrotic, proliferative, and/or granulo- 
matous. Clinically there is frequency and dysuria with 
pain over one or both renal regions, in a patient with 
a previous history of tuberculosis. Acid-fast bacilluria 
may or may not be found. These findings vary from 
negligible to very severe. Invariably cystoscopic exam- 
ination reveals severe inflammation with a hemorrhagic 
injection of the mucosa and a reddening of the ureteral 
orifice(s). There may be ulceration of the bladder. 
Urographic findings are a moth-eaten and irregular ap- 
pearance of the renal calyx, while an irregular outline 
of the ureter may be considered pathognomonic of 
acid-fast infection. Surgical and antibiotic treatment are 
available. Streptomycin and_para-aminosalicylic acid 
should always be tried to render the urine free of acid- 
fast bacilli, if this fails then nephrectomy should be 
performed. General treatment of the patient is of the 
utmost importance. He should be informed of the 
length of the course ahead of him. A nutritious diet with 
supplements of milk and cod liver oil is essential. The 
bladder should be instilled with nupercaine solution and 
antiseptic solutions, such as oelogomenol, cajandol, cod 
liver oil, or phenol 0.5% working up to 5.0%. Failure of 
this treatment necessitates external or internal ureteral 
transplanting. Other coincidental tuberculous lesions 
must not be overlooked or neglected. 

J. A. Stewart DORRANCE 


Eosinophil and Other Leucocyte Changes 
in Burned Patients. 


Sevitt, S.: Brir. M. J., 1: 976, 1951. 


Studies of 35 burned patients 13 months to 80 years 
burned in 0.1 to 80% of body area showed initial poly- 
morphonuclear leucocytosis and eosinopenia. Transfusions 
of whole blood in cases of anzmia or plasma and 6% 
dextrosan were necessary in 24 of these patients. 
Initially the burned areas were dressed with penicillin 
cream with or without polymixin cream. Whenever pos- 
sible skin grafting was done on the first or second day 
for deep burns. Secondary shock was treated as noted 
above, otherwise all patients were maintained on a 
high-calories, high-protein diet. 
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Blood counts (differential) were done twice daily for 
3 to 5 days, then daily for the ensuing week, and there- 
after every 2 to 4 days until discharge. The normal 
eosinophil values were accepted as 100 to 300 per c.mm. 
Within a few hours after the burn the blood eosinophil 
count was either 0 or less than 40 per c.mm. The cells 
disappeared from the circulating blood at rates of 30 to 
70% of the cells per hour. Eosinopenia lasted 1 to 2 
days in patients with less than 10% burns and 3 to 5 days 
in patients with more extensive areas burned. Five days 
following the burn the eosinophil count began to in- 
crease to counts of 70 to 500 per c.mm. of blood. Chil- 
dren showed an initial eosinophilia followed by the 
usual eosinopenia. In 30% of the patients a late eosino- 
philia was noted, possibly due to a drug sensitivity. 

‘a is common in burns and is more marked 
in children, lasting 1 to 2 days, sometimes it may ac- 
company to secondary neutrophil wave. The primary 
neutrophil wave begins within a few hours of the burn 
and reaches its‘maximum at 24 hours, to become normal 
in 2 to 4 days. The secondary wave of neutrophils 
begins in 5 to 10 days, maximum at 12 days and normal 
again by 14 to 15 days. Secondary waves are usually 
higher than the primary. 

These changes in blood cytology are similar to those 
caused by ACTH administration, also the biochemical 
changes are similar in both conditions. The eosinophil 
changes suggest that hyperactivity of the adrenal cortex 
was present in both conditions. From this study the 
conclusion may be drawn that the adrenal cortex is 
actively stimulated in burns by means of an increased 
production of ACTH by the pituitary. 

J. A. SrEwartT DORRANCE 


SURGERY 


The Effect of ACTH and Cortisone on 
Wound Healing. 


Aupricu, E. M., Carrer, J. P. AND LEHMAN, 
E. P.: ANN. Surc., 133: 783, 1951. 


An experimental study on the healing of abdominal 
wounds in rats was made, measuring the tensile strength 
of the wounds on a group of controls, a group receiving 
ACTH and a group on cortisone, and a group of adrenal- 
ectomized animals. Those receiving a larger dose of 
ACTH showed a moderate retardation of healing in 
the later stages. Those receiving cortisone showed 
marked retardation and were the only groups suffering 
spontaneous wound disruption. Histologic study of these 
wounds showed delay in the appearance of the mesen- 
chymal elements of wound repair and little production 
of collagen. A curious “bush” architecture of new 
capillaries and a “foam cell” were noted in the cortisone 
wounds. Burns PLEWES 


Parosteal Osteoma of Bone: A New Entity. 


GESCHICKTER, C. F. AND CAPELAND, M. M.: 
ANN. Surc., 133: 790, 1951. 


A group of tumours similar to cranial osteoma and 
about as frequent as fibrous dysplasia of long_ bones, 
occurring in the lower femur, upper humerus and upper 
fibula most often, in young or middle-aged adults, has 
been reported using such terms as atypical myositis 
ossificans or grade 1 sclerosing ostecgenic sarcoma. Such 
growths arise from ossifying fibrous tissue arising in 
the region of the periosteum of a long bone and tend 
to malignant change. The origin and nature of these 
tumours are discussed. Since parosteal osteomas are 
potentially malignant, simple removal down to cortex 
often results in a recurrent mass which shows renewed 
activity and invasion of adjacent parts. Amputation 
results in apparent cure in many cases, but amputation 
is not recommended till there is roentgenographic evi- 
dence of recurrence because it is hard to confirm the 
malignant nature of the lesion histologically. 

The differential diagnosis is discussed and 16 case 
reports are presented. Burns PLEWES 
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Malignant Melanoma. 


Gace, M. AND Dawson, W.: ANN. Surc., 133: 
Tis; 195. 


A review of 67 cases of malignant melanoma (a term 
recommended in place of melanotic carcinoma or 
melanotic sarcoma) re-emphasizes accepted teaching on 
this subject. The pathological picture and the difficulty 
of differentiating clinically malignant from clinically 
benign lesions is described. Moles of the dermo- 
epidermal and junctional types should be removed be- 
fore puberty as should melanotic moles in the adult 
which may be irritated by clothing or situated on the 
palms, soles, scrotum, vulva or under nails. Biopsy should 
never be done and wide excision is always indicated if 
any surgery at all is undertaken. Cautery, coagulation, 
electric needle, radium and x-ray have no place in the 
treatment of these lesions. BurRNs PLEWES 


Expectant Treatment of Pyogenic Infections 
of the Hand. 
Gorpon, I.: Brir. J. Surc., 37, 331, 1951. 


A study was made of 2,000 hand infections at Glasgow’s 
Victoria Infirmary, all treated more conservatively than 
has been usually taught. Early surgical interference is 
blamed for necrosis. The teachings of Kanaval are ques- 
tioned, and the spread of infection in the hand is 
thought to be limited by the inflammatory response 
rather than by anatomical compartments. Methods are 
recommended which relegate surgery to the rdéle of 
“scavenger to clear up the debris of the battlefield after 
the fight has been won by the defences”. Early surgery 
is said to add the burden of healing an incision to an 
already overtaxed blood-supply, to decrease blood- 
supply, to damage natural barriers to the spread of 
infection. All cases are treated as out-patients with peni- 
cillin and only well-defined abscesses are drained. “Dry” 
poultices and slings are used because they make good 
splints, but hot fomentations and soakings are _ rigor- 
ously avoided. Abscesses are allowed to form and dead 
skin snipped away from over them without anzesthesia. 
No drainage tubes are used and slough is removed when 
present. Purposeful movement is encouraged as soon as 
cedema has subsided and is carefully supervised. 

The treatment of infected fingers is summarized: rest 
and heat, parenteral penicillin, and delayed minimal 
surgical interference. The results claimed are better hand 
and finger function, fewer stiff fingers and no loss of 
tissue. Burns PLEWES 


Einfuhrung in die Marknagelung. 


KuntTscHER, G.: J. INTERNAT. DE CuHir., 11: 
85, 1951. 


Intramedullary nailing of fractures accomplishes the two 
desirable but usually contradictory requirements of g 
treatment: strict immobilization and early mobilization. 
The nail effects complete immobilization of the frag- 
ments, but early active movement is possible. Bad 
results are the fault of the surgeon, for the choice of the 
size of nail, strict asepsis, avoidance of shock and care 
in introducing the nail are his responsibility. Osteo- 
myelitis is exceptional, but circumscribed osteitis is 
common. 

Nailing is recommended for non-union, for sub- 
trochanteric osteotomy, for malformations and resections 
of tumours of long bones, bone shortening or bone 
lengthening, as a prophylaxis in osteogenesis imperfecta, 
and in the treatment of spontaneous fractures due to 
malignant disease. An intramedullary nail may be used 
to carry a prosthesis of acrylic resin. It is ideal for pro- 
ducing rapid arthrodesis. The disadvantages of nailing 
all have to do with the complicated and painstaking 
technique necessary if complications are to be avoided. 
The armamentarium must be adequate and experience 
ensures mastery of the method. Burns PLEWES 
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Ruptures of the Rotator Cuff. 
MosELEY, H. F.: Brit. J. Surc., 38: 340, 1951. 


An adequate résumé of this thorough and well-illustrated 
paper which includes a review of the development of the 
study of supraspinatous tears, the anatomy and func- 
tion of the rotator cuff, the clinical picture and treat- 
ment of tears, is not possible in an abstract. The process 
of ageing in the scapulo-humeral joint and the degenera- 
tive periarthritis concept are described. The treatment 
of acute and chronic ruptures is detailed together with 
illustrative case reports. Criteria for evaluating end- 
results are suggested. The earlier operative treatment 
is undertaken the more satisfactory are the results, but 
at whatever stage such cases are seen surgical inter- 
vention is justifiable. BurNs PLEWES 


Some Basic Observations on Venous 
Thrombosis and Pulmonary Embolism. 


McLacuiin, J. AND PATERSON, J. C.: SuRc., 
GYNEC. AND Opsst., 93: 1, 1951. 


Dissection of the pelvic veins and lower extremities 
showed 34% venous thrombi, of which 56% had a 
pulmonary embolus. The incidence of thrombosis did 
not change with age. Most thrombi arose in the thigh 
and leg veins, 31% in relation to a valve pocket. There 
is no such thing as primary pulmonary thrombosis. 
Ligation of the superficial femoral vein was considered 
unsound for either the prophylaxis or treatment of pul- 
monary embolism. Thrombophlebitis and phlebothrombo- 
sis both may result in pulmonary embolism. No intimal 
changes were detected as a precipitating factor in 
thrombus formation. Burns PLEWES 


Partial Gastrectomy in the Treatment of 
Bleeding Peptic Ulcer. 
Parsons, K. P. AND ALpRIDGE, L. W.: Bair. 


Three conditions were agreed upon generally as govern- 
ing the selection of cases of bleeding ulcer for surgical 
treatment: (1) Recurrent brisk bleeding or continuous 
bleeding after admission to hospital; (2) Chronic peptic 
ulcer on clinical or previous x-ray diagnosis; (3) pa- 
tients over 40 years of age. But every case must be 
considered on its own merits and if any case appeared 
likely to terminate fatally to the medical colleagues, surgi- 
cal treatment was undertaken. Thus some acute ulcers and 
some young patients were operated upon. 

Partial gastrectomy of the Hoffmeister type is under- 
taken while a slow drip transfusion is given, and with 
a tube in the stomach. Gastrotomy to look for the ulcer 
not otherwise discernible has been given up as it adds 
considerably to the mortality rate. Local anzsthesia is too 
time-consuming. Penicillin and streptomycin are useful 
in protecting against pneumonia, as most of these pa- 
tients have chronic bronchitis. 


It is urged that each day of recumbency and each . 


successive haemorrhage adds considerably to the risk of 
eventual surgical treatment. The decision should be 
made as early as possible. If a patient has a hemorrhage 
while undergoing medical treatment for peptic ulcer, 
he should have surgical treatment immediately. Gastrec- 
tomy by a surgeon experienced with the operation is 
much better than any “lesser” procedure. 

The mortality rate of 14% in this series, while high, 
is much less than if medical treatment had been con- 
tinued longer in the same group. Burns PLEWES 


ANAESTHESIA 


Treatment of the Hypotensive State of Spinal 
Analgesia with Dilute Neosynephrine Solution. 


ANESTHESIOLOGY, 12: 455, 1951. 


The prophylactic use of nonin and related com- 


pounds having a moderate but rather prolonged vaso- 
pressor action has increased the number of individuals 
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in whom blood pressure changes are minimal during 
spinal analgesia. There remain the unpredictable cases 
in which blood pressures fall precipitously or steadily 
to levels incompatible with satisfactory cardiovascular 
function. It is then that supplemental doses of ephedrine 
are neither prompt nor dependable. Neosynephrine has 
been administered subcutaneously and intramuscularly 
as a prophylactic vasopressor in spinal analgesia quite 
frequently but the longer acting sympathomimetic drugs 
producing a less marked and more sustained vasopressor 
action when administered intramuscularly remain in 
favour for prophylaxis. This is particularly true of 
ephedrine. It is proposed to administer dilute solution 
of neosynephrine by continuous intravenous infusion to 
sustain further the blood pressure when needed. This 
tends to widen the scope of spinal anesthesia because 
it provides a certain and easily controlled technique of 
raising and maintaining blood pressure in the event of 
peripheral vascular inadequacy or collapse. 

The technique involves the addition of neosynephrine 
hydrochloride, 10 mgm. as a 1% aqueous solution 
(1 c.c.) to 500 c.c. of the intravenous solution already 
being administered. Although compatible and stable in 
blood, neosynephrine is not added to it because the 
need for blood may change whereas the need for neo- 
synephrine solution is variable also. It is probable that 
these two needs are never parallel. The above mentioned 
concentration of enna will usually raise and 
maintain the blood pressure in average hypotensive states 
under spinal anesthesia when administered at a rate of 
100 to 180 drops per minute. This is gradually reduced 
to 40 to 60 drops for maintenance. When blood pressure 
does not respond to this procedure, a second 10 mgm. 
is added to make a solution of 1:25,000. Such an addi- 
tion is necessary when the blood pressure does not re- 
spond promptly, or the rise is inadequate, or an excessive 
rate of flow (100 drops per minute or more) is necessary. 
Under certain exceptional circumstances where fluid 
administered intravenously in quantity is contraindicated, 
a solution of sufficient potency is used so that the rate 
can be slowed to 6 to 20 drops per minute and still 
maintain the pressure. The diluent may be 5% glucose 
in water, etc. 

The guide to the rate of administration is the blood 
pressure. This should be maintained at a level within 
20% of the predetermined average of the individual 
based on known readings. There seems to be little 
danger of overdosage if the technique outlined is fol- 
lowed but it is obvious that occasionally under patho- 
logical conditions the usual therapeutic doses can become 
toxic. The possible complications that may occur are 
outlined fully and methods for their avoidance or treat- 
ment are outlined. F. ArtHur H. WILKINSON 


OBSTETRICS AND GYNAECOLOGY 


Abdominal Myomectomy, Advantages and 
Disadvantages. 


MUNELL, E. W. AND Martin, F. W. Jr.: AM. 
J. Osst. AND GyNec., 62: 109, 1951. 


Myomectomy is now an infrequently performed opera- 
tion. A series of 236 “significant” abdominal myomec- 
tomies is analyzed: 26% of these subsequently had suc- 
cessful pregnancies. The oldest patient to become 
pregnant was 42 years at time of enucleation. 

Vaginal delivery without increased obstetrical risk 
can be anticipated in the great majority of patients be- 
coming pregnant after myomectomy. Czsarean section 
should be elected in that occasional patient in whom 
there is an infection of the myomectomy incision. Some 
authorities feel that a deep extensive myomectomy 
incision is an indication for elective Czesarean section. 
Myomectomy during pregnancy should be avoided if 
possible since it causes a high fetal loss by abortion. 
Myomectomy is indicated in the treatment of sterility 
and habitual abortion if other factors involved are 
normal. Good relief of symptoms is obtained after myo- 
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mectomy. The disadvantage of myomectomy is a mini- 
mum recurrence rate of 21% and a minimum reopera- 
tion rate of 12%. Morbidity, mortality and postoperative 
complications compare favourably with the same fol- 
lowing hysterectomy. The maximum age limit for 
myomectomy is at least 42 years. Myomectomy is the 
desirable surgical treatment for fibromyomata uteri in 
women in the childbearing age who desire subsequent 
pregnancies. It should be more frequently elected and it 
is completely justified by the value of the preservation 
of fertility. Ross MITCHELL 


The Late Complications Following Irradiation 
of Pelvic Viscera. 


White, W. C. ANnp Finn, W. F.: Am. J. OBsrt. 
AND GyNec., 62: 65. 


The bone most usually affected by pelvic irradiation is 
the neck of the femur. Spontaneous fracture occurs in 
about 1% of cases so treated. These fractures occur 
usually more than one year following the x-ray therapy 
and are often preceded by a warning pain in the hip. 
Fractures without displacement are treated according 
to the usual orthopedic procedure. 

Damage to the urinary tract may not manifest itself 
for years. The most common injuries result in indolent 
ulcers of the urinary bladder or strictures of the ureter 
resulting in secondary hydroureteronephrosis. When 
urinary symptoms occur they should not be considered 
a sign of recurrence until adequate urological studies 
have been made. Those studies should have been made 
prior to the irradiation treatment and at regular intervals 
thereafter. This would enable the urologist to institute a 
=— of treatment before severe irreparable damage is 
done. 

Following irradiation therapy there is often per- 
manent damage to the rectum, sigmoid colon and ileum. 
The pathology consists of thrombosis of the vessels, 
necrosis of the mucous membrane with fibrosis of the 
wall of the intestines, and secondary contracture of 
the lumen. The ulcerations may erode into large ves- 
sels, which had not been thrombosed, resulting in mas- 
sive hemorrhage; or they may erode through the wall, 
so as to produce a perforation with peritonitis. In many 
cases the contracture is sufficient to produce partial or 
complete obstruction. Many may be treated in a con- 
servative fashion, but they must be under constant 
supervision, because the disease is progressive. Despite 
utmost care the course is not without risk. In many 
cases elective surgery is preferable. Early selection of 
these cases would give less morbidity and mortality. 

Ross MITCHELL 


DERMATOLOGY 


Improved Technique for Diagnosing Ring- 
worm Infections and Moniliasis. 


KLINGMAN, A. M., Pit~spury, D. M. AND 
Mescon, H.: J. A. M. A., 146: 1563, 1951. 


Diagnosis of ringworm of the skin or nails, especially 
of the feet, is often made on the basis of inadequate evi- 
dence. The results, in misapplied medication, loss of 
time and actual injury, are often lamentable. Isolation 
of the infective organism is not usually possible in gen- 
eral practice. Owing to the paucity of mycotic elements 
in scrapings and the difficulty of recognizing them in 
colourless preparations this alternative method of diag- 
nosis is often unsuccessful. The authors present a method 
which with the assistance of a very modest amount of 
reagents, apparatus and time makes accurate diagnosis 
much more accessible to the general practitioner. The 
two fundamental steps in the procedure are treatment 
of the skin (or nail) scrapings on a slide with 1% 
periodic acid and exposure to ordinary basic fuchsin 
solution. The slide is prepared by making very thin 
scrapings from a spot, prepared by placing on_ the 
suspected skin a drop or two of Mayer’s glycerol al- 
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bumen, which are rubbed over the slide. The glycerol 
albumen makes the macerated shavings adhere to the 
blunt scalpel used, also to the slide, where they will 
remain brilliantly stainable for weeks if necessary, per- 
mitting them to be shipped to a laboratory where stain- 
ing is carried out. The preparation and details of use 
of the staining reagents are clearly given. The horny 
tissue, if sufficiently thin, is seen as a colourless, or pale 
red, background upon which the mycotic elements 
stand out in contrast, stained a bright red. 

D. E. H. CLEVELAND 


Chronic Vitamin A Poisoning. Report 
of a Case. 


Bair, G.: J. A. M. A., 146: 1573, 1951. 


The dangers of long continued treatment of skin and 
other diseases with large doses of Vitamin A have 
frequently been pointed out. The case described is one 
which occurred in a 28-month old child whose diet had 
consisted chiefly of butter, milk, cheese, eggs, liver, 
carrots, tomatoes and sweet potatoes. He had received 
in addition percomorph liver oil which through an error 
was given in much larger doses than had been intended. 
The osseous changes were most pronounced, and are 
well depicted in a series of radiographs, but it is note- 
worthy that the major symptoms were preceded for 
7 weeks by itching which commenced on the back of 
the neck and became more intense as it progressed down- 
wards over the back and arms, and was at first thought 
to be allergic in origin. Improvement of all symptoms 
appeared rapidly upon withdrawal of vitamin supple- 
ments and butter, and in one month almost all bony 
swellings had gone, pain had ceased, and except for 
those in the skull—an exceptional fepcivamunat>-ail the 
hyperostoses had disappeared. D. E. H. CLEVELAND 


Tinea Cupitis: Review of 1,004 Cases. 
BEARE, J. M. AND CHEESEMAN, E. A.: Brit. 
J. Dermat., 63: 165, 1951. 


The cases reviewed were in Northern Ireland where 
one-fourth of the population consists of 350,000 children 
under 15. It is relatively a closed community, facilitating 
the tracing of contacts. Most of the_ investigation 
stemmed from a severe outbreak in a small town in the 
neighbourhood of Belfast in 1948 and 1949, and many 
interesting observations and conclusions were derived 
from it. In this epidemic 368 patients were studied, 
forming B of 4 categories into which the total number 
of cases reviewed was divided. Category A consisted of 
172 cases diagnosed in 1948 in the entire district, of 
whom 69% were seen again in a follow-up in 1949. 
Over half these cases had been treated with x-ray 
epilation. Most of these were either. proved to be, or 
assumed on good grounds to be infected with M. 
Audouini. The clinical grounds for this assumption in- 
cluded the less severe inflammatory reaction, the slow- 
ness with which fluorescence diminished in brilliance 
contrasted to M. canis (lanosum); and the greater fre- 
quency of “a kitten in the house” and association with 
tinea corporis in the case of M. canis. The appearance 
upon regrowth after epilation of “masses of tightly 
packed curls” was a factor of great importance in per- 
suading parents of new cases to submit their children 
to x-ray epilation. (In the abstractor’s experience this 
may prove a source of embarrassment, for after one 
occasion when this occurred in the case of twin girls he 
was besieged by neighbouring parents demanding x-ray 
treatment for their daughters to produce “those lovely 
‘pineapple bobs’”.) The authors omit to mention that 
the hair straightens out again in a few months. 
Category C consisted of 418 patients between 1948 
and 1950 whose infection had been discovered in the 
course of routine examination of contacts, usually school- 
children. On culture 73% of these were found to be 
M. Audouini infections. Group D consisted of 100 cases 
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of M. Audouini infection in a residential school of about 
850 children in Belfast. Important observations were 
made on age and sex incidence. Among school-children 
cases among boys outnumbered girls by about 4 to 1, 
but between the ages of 6 and 14 no age group seemed 
to be infected more than another. In spite ot the tendency 
to spontaneous recovery at puberty several infected 
children up to the age of 17 were seen. Tendency to 
spontaneous cure was indicated by diminution of bril- 
liance of fluorescence. Of 71 proved cases of M. canis 
infection half showed little or no inflammatory reaction. 
“Cattle ringworm,” the infecting organism usually bein 
T. discoides, is extremely common in Northern Ireland, 
and all cases seen, whether scalp or beard infections in 
children or adults resulted in a severe true kerion. The 
authors concluded that x-ray epilation is the most satis- 
factory method for treating M. Audouini infections, and 


a number of the M. canis infections were also epilated. - ' 


Local epilation, for obvious and generally accepted 
reasons, is not approved. The authors’ experience with 
salicylanilide in carbowax or pentaglycol was discourag- 
ing and these remedies were not extensively tried. 

D. E. H. CLEVELAND 


Prognosis of Dermatitis Herpetiformis, 
Treated and Untreated. 


Eyster, W. H. Jr. AND KIERLAND, R. R.: ARCH. 
DERMAT. AND Sypu., 64: 1, 1951. 


Although dermatitis herpetiformis is generally regarded 
as a rare disease about 1 in 500 dermatological patients 
seen in the Mayo Clinic in a 20-year period have received 
this diagnosis. The ratio of males to females has been 
2.7 to 1. The age of onset was between 20 and 55 years 
in 77% of the cases, but this appeared to bear little 
relation to the future course and duration of the disease. 
Eosinophilia, commonly regarded as a_ characteristic 
feature, was rarely more than 10%, the less severe 
forms of the disease showing 5% or less. Sensitivity to 
halogens, by some regarded as of diagnostic significance, 
was shown by a positive test in only 50% of 121 pa- 
tients tested, and this bore no relation to severity or 
prognosis. 119 of the 381 patients studied over the 20- 
year period exhibited psychogenic factors. This was the 
only etiologic factor discovered which was consistent 
enough to be noteworthy. The study ended before the 
era of sulfonamides but 16 patients had received a 
sulfonamide either specifically for dermatitis herpeti- 
formis or for some acute intercurrent infection. Of these 
7 responded with long-lasting remissions, while 8 were 
benefited only while the drug was being taken. Of 218 
patients who had received arsenic, either as Fowler’s 
solution or Asiatic pill, the incidence of undesirable 
effects (in 2 cases cancer resulting fatally) was high. 
One-third receiving Fowler’s solution showed stigmata 
of chronic arsenicalism, although only 6% of the small 
group who took Asiatic pill developed such sequele. 

D. E. H. CLEVELAND 


Bacitracin in Dermatology: Its Effectiveness 
in Topical Therapy. 


Finnerty, E. F. Jr.: NEw ENGLAND J. MED., 
245: 13, 1951. 


Bacitracin ointment containing 500 units per gram of 
base or compresses containing 500 units per millilitre 
was used as topical therapy in 83 cases, 75 of which 
were various pyodermas. The effects were rapid and 
satisfactory in 61.5% of cases and pronounced to 
moderate improvement resulted in the rest. Sensitization 
occurred in only 1 case, a decided contrast to the 
sensitizing effects of other widely-used antibiotics. Its 
anti-bacterial spectrum is wider than that of penicillin 
in topical therapy; its action appears to be directly pro- 
portional to its concentration and is not inhibited by 
organisms which produce penicillinase. It supports 
growth in vitro of over a dozen of the superficial dermato- 
phytes and deep-growing fungi, including yeasts and 
actinomyces. 15 cases representing a wide variety of 
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premnnne and secondarily infected dermatoses in which 
acitracin was successful are reported in detail. The 
ointment was also used effectively as a prophylactic 
dressing following electrosurgical and other minor surgi- 
cal procedures. The antibiotic apparently was employed 
in each case without preliminary identification of the 
infecting organism or in vitro sensitivity tests to other 
antibiotics, which might be interpreted in conjunction 
with its low sensitizing index as evidence of its wide 
range of usefulness in superficial pyogenic infections. 

D. E. H. CLEVELAND 


PAXDIATRICS 


Polyarteritis Nodosa in Infancy and 
Childhood. 


Facer, D. B., BicLer, J. A. AND SIMONDS, J. P.: 
J. Pepiat., 39: 65, 1951. 


The authors review the literature and report a total of 
679 cases of polyarteritis nodosa and add 2 cases of 
their own. The lianas occurs most often in the third 
and fourth decades of life (50%) with 11.25% in chil- 
dren under 15 years of age. The ages of the cases re- 
ported was from 10 days to 89 years. American litera- 
ture reports a M/F ratio of 4:1, while English literature 
states the ratio of M/F to be 1.8:1.04. The common 
etiological factor is an anaphylactic hypersensitivity to 
some agent, bacteria, virus or any other antigenic sub- 
stance. There are four pathological stages: (1) alterative- 
degenerative or beginning stage; (2) acute inflammatory 
stage; (3) granulation tissue stage, and (4) healed end- 
stage or scar stage. It is a difficult disease to diagnose 
as there are no specific symptoms, although it fre- 
quently follows an infection. All organs are affected 
either singly or together. Intermittent or prolonged fever 
is common. Palpation of subcutaneous nodules along the 
lines of the subcutaneous vessels is pathognomonic. 
The diagnosis is usually made by biopsy examination 
of these nodules. Blood culture is negative. Anzemia is 
associated with pallor and loss of weight. There is a 
leucocytosis of 10,000 to 20,000 or more and an eosino- 
philia of 5% may be present. The disease lasts weeks or 
years from the time of diagnosis, although usually fatal, 
recovery has been aaa The prognosis depends on 
the extent and severity of organs involved. The treat- 
ment to date has not been satisfactory, ACTH and 
cortisone used in advanced cases has not been of benefit, 
perhaps if used in early cases more favourable results 
might be obtained. J. A. Stewart DorRRANCE 


' Antibiotic Treatment of Pertussis. 
Hazen, L. N. et al.: J. Peprat., 39: 1, 1951. 


One hundred and fifty cases of bacteriologically diag- 
nosed pertussis were treated with penicillin (49), aureo- 
mycin (33), chloramphenicol (37), and terramycin (31), 
60 mgm. per kgm. body weight per day for 10 days in 
four equal doses. The ages ranged from 4 weeks to 11 
years, of which one-third were under 1 year of age, 
averaging 5.8 months, one was immunized against diph- 
theria, pertussis and tetanus; the remaining patients 
averaged 3 1/3 years of age and 47% of this group were 
immunized. Penicillin had no effect on the paroxysmal 
cough, while the other three antibiotics caused a marked 
reduction in the group under 1 year of age. The peni- 
cillin treated group remained in hospital 21 days, aver- 
age, while the groups treated “ak the other agents 
were hospitalized for 17.3 days, average. The antibiotics 
caused no appreciable changes in the total leucocyte 
nor differential counts. Throat cultures for H. pertussis 
became negative within 2 days with each of the four 
antibiotics. Blood antibody titres increased 5.4-fold in 
the penicillin treated group and 8.5-fold in those treated 
with the other antibiotics. Toxic reactions were minimal 
in all four groups. The authors conclude that aureo- 
mycin, discnaineliel. and terramycin have similar 
effects in the treatment of pertussis. 

J. A. SreEwart DorrRANCE 
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Management of Hay Fever in Children. 
RATNER, B.: J. Peprat., 89: 102, 1951. 


In 30% of children suffering from hay fever there is 
a history of positive heredity, and the age group of 1 
to 10 years is particularly susceptible. Sensitivity to a 
new pollen develops after two seasons of exposure. In 
children pollinosis producing a rkinitis must be dif- 
ferentiated from “colds”. A child who repeatedly catches 
cold in the same season of the year may be assumed 
to be allergic. Hansel’s stain of nasal secretion will often 
make a diagnosis. A preponderance of eosinophils in- 
dicates allergy, neutro hils are more numerous in in- 
fections, an epithelial cells in irritation. Pale boggy 
mucosa of the turbinates is an additional sign in 
allergy. Asthma recurring year after year during the 
pollinating season, even in the absence of positive skin 
tests, may be assumed to be of an allergic nature. Skin 
tests are of value in making a diagnosis, but many chil- 
dren, who may be clinically sensitive, will show no 
dermal reactivity. , 

A positive diagnosis is more frequently established by 
the intracutaneous injection of a 1:1,000 dilution of 
pollen antigen. Conversely many children will give a 
positive dermal reaction to pollens yet do not have 
seasonal allergy. Whenever possible it is advisable to 
make a specific diagnosis to the etiological agent. 
Specific pollen therapy to cause desensitization and im- 
munization must not increase the hypersensitivity of the 
patient and should avoid constitutional reactions. Im- 
munization should be carried out against all pollens to 
which a patient shows sensitivity, commencing six 
months before the season of allergy, with injections 
given each week. The dose of immunizing agent is 0.1 
to 0.3 ml. depending upon the reaction, using solutions 
of 1:5,000 dilution. Smaller dilutions may lead severe 
systemic reactions. Antihistamine drugs alone are not a 
satisfactory treatment for allergy, but may be used as 
an adjunct in acute phases of allergy. 

J. A. Stewart DorraANcE 


The Use of Carob Flour (Aroban) in a 
Controlled Series of Infant Diarrhoea. 


PLowrnicnt, T. R.: J. Peprat., 39: 16, 1951. 


The author treated 20 cases of abacterial diarrhoea with 
carob flour, with a control group of 20 similar infants 
who received no carob flour. The infants were children 
of a low socioeconomic group of migrant fruit pickers 
in the San Joaquin Valley, California. The etiology of 
this abacterial diarrhoea is: (1) poor eating habit; a 
inadequate diet; (8) excessive exposure to heat; and (4) 
poor sanitation in and about the labour camps. The 
seed of the carob tree has been used since biblical 
times for the treatment of diarrhoea, and now is avail- 
able commercially (Aroban-Nestlé), it has a high con- 
tent of pectin and lignin. The ages of the infants was 
from 1 week to 1 year. All infants received 300,000 
units of penicillin on admission and every 12 hours, as 
well as 250 mgm. streptomycin every 6 hours, alternat- 
ing between the oral and intramuscular routes. Fluid 
and electrolyte replacement was initiated when neces- 
sary. All stools were examined and cultured for bacteria, 
parasites, and ova—all were negative. The treated group 
was given aroban 5% solution to toleration every four 
hours, with Ringer’s lactate sclution or Ringer’s lactate 
with half strength boiled skimmed milk. The control 
group received the same without aroban solution. This 
therapy was maintained until solid stools began to form 
and then the infants were placed on “going home” 
formulz. The first formed stools were obtained in 48 
hours in the aroban-treated group and in 174 hours in 
the control group. The aroban-group were hospitalized 
for a period of 7.85 days, while the control group were 
in hospital 14.15 days. No adverse effects have been 
reported from the use of aroban. 

J. A. Stewart DorraNnce 
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INDUSTRIAL. MEDICINE 


Medicine and Industrial Accident Prevention. 


TABERSHAW, I. R. AND 
Inpust. MeEp., 20: 86, 1951. 


In this paper the authors, after evaluating the effective- 
ness of current industrial safety engineering practices, 
describe the réle of medicine in industrial accident pre- 
vention, and indicate that phase of medicine which 
promises the most for the future development of in- 
dustrial safety. That the problem of accident prevention 
merits the serious attention of the medical profession is 
indicated by the fact that on a country-wide basis acci- 
dents have become the fourth leading cause of death. 

Industry pioneered in accident prevention and until 
recently looked upon it almost exclusively as an engineer- 
ing problem. The present control methods—engineering 
revision, and safety education—have produced generally 
excellent results in spite of ineenioel accident potenti- 
alities due to technological advances. The data on 
industrial accident frequency as issued by the National 
Safety Council showed a reduction over the years until 
1932 but during the following sixteen years there was 
no significant ae Further progress calls for newer 
techniques and better application of old ones. In the 
author’s opinion, the skills of the industrial physician, 
the psychiatrist, and the psychologist will play an in- 
ey important réle in the future of industrial 
safety. 

Among safety engineers the conviction has grown 
gradually that a new approach is necessary. The realiza- 
tion that more than 80% of accidents are traceable to 
some human factor led to study of accident-prone indi- 
viduals and it became apparent that the reasons for this 
proneness must be sonal within the personal make-up 
of the individual. His evaluation is primarily a medical 
problem. Industry provides the industrial doctors with 
the opportunity to explore all pertinent factors of the 
individual together with factors in the environment 
which are responsible for accidents. An outline of a medi- 
cal program designed to prevent accidents, is presented 
under the following steps: (1) selective placement, (2) 
environmental stresses, (3) physiolo ical stresses, (4) 
emotional evaluation. Each phase of this program is 
explained and the réle of the physician clearly indicated. 
His responsibility in this field is a challenge to his 
profession. 

Recognition and acceptance of the underlying psycho- 
dynamic basis of accident proneness is throwing new 
light on the whole accident prevention problem. Clearer 
insight into the psychodynamics involved will doubtless 
lead to suggestion of therapeutic measures, many of 
which can then be carried out at the usual in-plant medi- 
cal level rather than by referral to specialists. 

MarcarRET H. WILTON 


MoorMan, W.: 


Exhaustion in the Young Business Executive: 
Diagnosis and Treatment. 


Portis, S. A., ZrITMAN, I. H. AND LAWRENCE, 
C. H.: J. A. M. A., 144: 1162, 1950. 


That exhausted business men, when given some in- 
sight into their life situations, put on a suitable diet, and 
iven needed medicaments, can do a better job, can 
e more efficient and happier, and can lose their fatigue, 
is indicated in this article. Observations are given in 
order to throw light on certain disabling factors that if 
unrecognized, may contribute to the excessive toll of 
death and disability in the management group, now 
recognized by industry. The authors present a com- 
parative study of 50 business executives under 50 years 
of age who consulted them as patients and 55 similar 
subjects referred by their employers for routine check-up. 
Detailed comparisons are given as to physical condition, 
laborato observations, roentgenologic evidence of 
abnormality and emotional status. The procedure fol- 
lowed is outlined, together with the etiologic factors 
concerned and the treatment instituted for the 
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exhausted ones. One case is presented in detail, an il- 
lustration of the necessity for highly woalnges. highly 
skilled workers to have some chance for diversion in 
their life outside the plant. 

Fatigue as manifested by a large number of the pa- 
tients studied, was found trequently to be related to a 
disturbance of carbohydrate metabolism and to faulty 
dietary habits. A diet is suggested. The réle of alcohol 
and tobacco is discussed. The importance of the life 
situation is emphasized. The stress and strain of super- 
imposed emotional factors on well balanced organic 
defects can give rise to symptoms which cause the 
tient to seek medical care. The evidence presented makes 
it clear that executives do become exhausted. The 
authors recommend that industry insist on periodic 
health examinations of executive personnel. Furthermore 
they should recognize the need for psychological and 
psychiatric counselling in guarding the ne of its 
executive talent for long term efficiency. It is the réle 
of the physicians to rehabilitate this group of young 
business executives in order that they do not lose their 
efficiency too early in life. MarcareET H, WILTON 


An Influenza Epidemic in Industry. 


Porter, A. L.: Brir. J. INpust. MeEp., 8: 91, 
1951. 


In this article the author gives a brief account of the 
effects of a recent influenza epidemic in Britain as 
experienced in six chemical works which come under his 
supervision. The symptomatology exhibited, and the 
distribution of cases, are discussed, together with the 
effect of the epidemic on workers and on the staff. A 
graph is included to show the daily number of absentees 
in these six Merseyside factories during the period De- 
cember 11, 1950 to January 25, 1951. It can be assumed 
that the difference getween the figures shown and the 
normal absenteeism at this time of year, was almost 
entirely due to the epidemic or fear of it. Another graph 
compares the percentage of staff and payroll employees 
absent each day. It is suggested that the proportionately 
higher absence of payroll workers during the height of 
the epidemic was Sesenee they were more prone than 
staff to treat minor complaints as influenza. Although 
it was possible to maintain full production, the epidemic 
gave rise to considerable overtime. The resultant fatigue 
and lowered resistance, no doubt were probable factors 
in the further spread of the infection. 

Attention is drawn to the dangers of publicity in epi- 
demics of this type. The author discusses also the 
or otherwise = prophylactic measures within the 
factory. Careful consideration was given to many sug- 
gested measures, none of which has been proved to have 
any any real effect in retarding the intensity of an influ- 
enza epidemic. Through joint consultation committees 
the views of the me ical department were presented 
to both workers and management; no measures were 
introduced. In the author’s opinion the doctor in industry 
can do much to prevent the spread of the disease by 
concentrating his efforts on early diagnosis, preliminary 
treatment and the removal of infectious persons from 
the factory to the care of their own practitioners in their 
own homes. By advising employees on general pre- 
cautions to be taken aa by separating true cases of 
influenza from those who only think they have contracted 
the disease, he can do much to maintain normal pro- 
duction in the factory. MarGARET H. WILTON 


BOOK REVIEWS 


PHYSIOLOGY AND PATHOLOGY OF 
HAMOSTASIS 


A. J. Quick, Professor of Biochemistry, Mar- 
quette University School of Medicine. 188 pp. 
$4.80. Lea §& Febiger, Philadelphia; Macmillan 
Co. of Canada Ltd., Toronto, 1951. ‘ 


The rapid development in recent years of our knowl- 
edge of hemostasis and the resulting understanding of 
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hemorrhagic diseases and thrombosis, makes timely, 
books such as Baserga and de Nicola’s Le Malattie 
Hemorrhagiche. However, for general use there is needed 
a book which is not encyclopedic but which is authori- 
tative and impartial. Dr. Quick has succeeded admirably 
in choice of subject matter and scope to provide a book 
of wide appeal, but unfortunately he has made the book 
so completely an expression of his own personality that 
it can not be considered impartial and is authoritative 
only as expressing Dr. Quick’s views at the date of 
writing. Unsubstantiated speculation is blended with 
what has been clinically or experimentally established 
to the confusion of the reader. 

Chapter I gives a valuable short survey of historical 
developments. In agreement with most present workers 
in the field, Dr. Quick emphasizes that effective hemo- 


, Stasis involves equally vascular contraction, blood co- 


agulation and platelets. Chapters II presents ‘‘a new 
theory of coagulation of the blood’’. This is highly 
speculative, introducing terms such as ‘‘ thrombo plastino- 
genase’’ for which at present no corresponding substance 
is known, and showing reactions which have been shown 
not to occur, e.g., the liberation of platelet vasocon- 
strictor by thrombin. As the following chapter on hemor- 
rhagic diseases and their diagnosis is written wholly in 
terms of this theory, it loses much of its value. On the 
other hand chapter IV on treatment of the hemorrhagic 
diseases and surgical handling, being an objective 
presentation, isa valuable discussion. Chapter V, 
‘venous thrombosis’’ gives an interesting discussion of 
how anemia may predispose to thrombosis. 

The rest of the book is devoted to a description of 
laboratory methods. Unfortunately little discrimination 
has been made in selecting the methods to be described, 
which are evidently tests used by Dr. Quick himself. 
Hence, this section includes not only standard tests such 
as the coagulation time, bleeding time, platelet count and 
fibrinogen estimation but also tests for heparin, anti- 
thrombin, etc., which have never been used in the many 
extensive clinical and experimental investigations of 
these substances. While the methods are advanced for 
clinical use, it should be pointed out for the unwary 
that some of them have not yet been tested in a clinical 
laboratory. The determination of prothrombin time is 
fully described but this is marred by refusal to recog- 
nize the limitations of the method, particularly in 
dicoumarol therapy, established by a number of highly 
competent clinical investigators. It would be more useful 
to discuss these limitations rather than attack the 
competence of clinical investigators. It is evident that the 
‘*prothrombin consumption test’’ as an empirical test 
separate from Quick’s speculative interpretations, is be- 
coming a valuable adjuncts to the present battery of 
clotting tests. However, it might be pointed out that this 
was first described by Brinkhous, not by Quick. The 
most valuable feature of this section of the book is the 
description of useful technical details. 

In conclusion, this book has some valuable points but 
it can not be recommended to the reader who is inter- 
ested primarily in a reliable guide for teaching, diag- 
nosis, or treatment in this rapidly developing field. 

L. B. JAQUES 


ELEMENTS DE MEDECINE 
AERONAUTIQUE 


R. Grandpierre. L’Expansion 
Frangaise, Paris, 1948. 


This is a textbook for postgraduate students in avia- 
tion medicine. Although this reviewer has no special 
competence in the field, he was impressed by the stress 
laid in this work on the physiological aspects of flying. 
Thus the book is faithful to the tradition established 
by early French workers in this field, particularly by 
Paul Bert who was a pioneer in studies on respiratory 
exchanges under conditions of reduced pressures as far 
back as 1873. Recent work from France, England, Britain 
and Russia is well described and clinical reference is 
made to acute and chronic illness in flying personnel. 
One very interesting section is devoted to protection 
of flyers, with particular reference to hygiene of high 
altitude flights and the prevention of accidents. The use 
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when chronic worry stands in the way of recovery 


DEXAMYL 


Nearly every convalescence is influenced by the minor 
mental and emotional disturbances that form such a 
troublesome part of the total clinical picture. Too often 
“chronic worry” stands stubbornly in the way of the 
patient’s full recovery. 


To combat this problem you will find ‘Dexamyl’— 
a balanced combination of ‘Dexedrine’ and amobarbital 
—remarkably helpful. 


The ‘Dexedrine’, because of its “smooth” and pro- 
found antidepressant action, restores mental alertness 
and optimism and dispels psychogenic fatigue. 


The amobarbital, because of its tranquilizing effect, 
relieves nervous tension, anxiety and agitation. 


‘Dexamy]’ tablets are available in bottles of 25 and 
250, on prescription only. Each tablet contains ‘Dexedrine’ 
Sulfate, 5 mg., and amobarbital, 14 gr. (32 mg.). 


Smith Kline & French Inter-American Corporation, Montreal 9 


*‘Dexamyl’ and ‘Dexedrine’ Reg. Can. Pat. Off. 
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of plane rides in the treatment of pertussis, which has 
been widely investigated in continental Europe, is 
discussed. It appears that lowered atmospheric pressure 
is the curative factor, since equally good results are 
claimed for the use of decompression caissons. A cure 
and improvement rate of 60% is claimed, but no 
reference is made to stage and severity of the disease. 
Therapy of asthma and sinusitis by similar means is 
alluded to, but no convincing results are given. 


ADMINISTRATIVE MEDICINE 

H. Emerson, Editor, Professor Emeritus of 
Public Health, College of Physicians and Sur- 
geons, Columbia University. 1007 pp., illust. 
$10.00. Thomas Nelson §& Sons, New York, 
Toronto and Edinburgh, 1951. 


This large work takes in much of the field usually 
allowed to Public Health and also touches on those 
clinical entities such as Cancer and Diabetes, which are 
now attracting public interest and support. The avowed 
purpose, as stated in the preface, is to bring to the 
medical profession a knowledge of the institutions and 
agencies which governments have found necessary, desir- 
able or economical for the wider and more effective 
application of medical sciences. To carry out this 
ambitious effort the editor has had the assistance of 58 
contributors. Most of these have attained to the status 
of an authority and all seem to hold or to have held 
appointive posts. Thus the views expressed are sometimes 
those which develop when labour and reward, especially 
financial reward, are relatively little affected by the 
vagaries and complaints of the individual patient. It is 
the type of book which will appear more often as the 
practice of medicine comes further subject to the con- 
trol or interference of the state. 

Yet the general tone of the work is not blatantly 
bureaucratic and will irritate only those who rigidly hold 
the belief that the profession of medicine can only 
survive as a guild. Of course the writing style varies 
and there are parts that are little more than verbiage 
but on the whole it is easy to read and to find the mean- 
ing. Because of the great amount of information it con- 
tains the book will almost be essential as a reference 
source in the library of institutions dealing with matters 
of health and also in that of medical societies. For the 
general practitioner it will probably have little attrac- 
tion unless he is young enough or energetic enough to 
fancy that he can or should be well posted in all branches 
of medicine. 


NEUROTIC COUNTERFEIT-SEX 

E. Bergler. 360 pp. $6.50. Grune § Stratton, 
Inc., New York; The Ryerson Press, Toronto, 
1951. 


This volume concludes a series of studies on sex 
disturbances begun by the author in 1934. His main 
concern throughout is the caricature of sex which neu- 
rotics have created. The book is not one for the un- 
initiated in the terminology of the psychoanalytic school. 
It is too full of quotations to be easily read. 


LIFE STRESS AND BODILY DISEASE 
Proceedings of the Association, December 2 and 
3, 1949, New York, N.Y. Res. Publ. Ass. Nerv. 
Ment. Dis. Vol. 29. 1135 pp., illust. The Williams 
§ Wilkins Co., Baltimore ; Burns §& MacEachern, 
Toronto, 1950. 


It is impossible in a short review to do justice to this 
large and variegated volume. In 69 chapters, grouped 
into 13 separate parts, it presents the research findings, 
reflections, and on-the-spot discussion of over 130 con- 
tributors to the title subject at a two-day meeting of the 
Association for Research in Nervous and Mental Dis- 
eases. There is almost no field of medical practice or 
clinical research which is not touched upon somewhere 
in this group of reports. The importance of anthropologi- 
eal and sociological studies in broadening our under- 
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standing of disease is discussed, and reports of extensive 
studies on non-human species are included. The quality 
of the reported research and the standard of presenta- 
tion vary widely, but on the whole this is a notable 
volume with some outstanding, and even exciting papers. 
In addition to presenting basic data, this volume also 
provides a record of changing attitudes and developing 
concepts, and as such may long remain a historical land- 
mark. 

This book will not be a convenient source of informa- 
tion for the busy practitioner who wants to locate 
quickly, in an applicable form, help for the difficulties 
of his daily work; and he is not likely to delve here 
for the many practical points which are scattered through 
these essays, and which might well be added to the 
knowledge of the present-day practitioner. Those phy- 
sicians, however, who have been discouraged from 


“carrying on active clinical research because of the con- 


temporary over-emphasis on laboratory equipment and 
the facilities available only in large hospitals, may find 
in this book suggestions for enquiry that they might 
pursue within the limits of their own practice. 

To the established clinical investigator, as well as to 
the beginner, in any field, some parts of this book will 
be relevant, and even indispensable: they will furnish 
suggestions about methods of enquiry, disclose some of 
the data already acquired, provide stimulating discussion 
about changing ideas, and point to a broader, more com- 
prehensively integrated orientation for all medical re- 
search. The lay philosophers and historians among 
doctors will also find much to intrigue and delight them 
in this rich volume from the arena of medical research. 


THE CONQUEST OF MALARIA 

J. Jaramillo-Arango, former Rector of the 
National Faculty of Medicine of Bogota, 125 
pp., tllust. 21s. net. William Heinemann, Medi- 
cal Books Ltd., London, 1950. 


The subject matter of this volume is divided into 
three parts. Part I, entitled ‘‘The Mosquito-malaria 
Theory’’ comprises 26 pages in which is traced the 
gradual development of knowledge in the relationship 
of the mosquito to the epidemiology of malaria. While 
the account is a fairly complete account of the mosquito- 
malaria theory, it contains little that is not found 
in existing monographs, and in many text books. Part 
II, deals at some length with the early history of Cin- 
chona. The author appears to have made a compre- 
hensive and exhaustive study of this subject and has 
brought to light some new and interesting facts. Part 
III presents an incomplete account of the new synthetic 
drugs developed for the treatment of malaria. Thus, 
over one-quarter of this section is devoted to discussion 
of paludrine, while other new synthetic drugs, some at 
least as effective as paludrine, are practically ignored. 
A serious oversight in this section is the omission of any 
reference to the important part played by mosquito con- 
trol measures in the prevention of malaria, and in par- 
ticular to the phenomenal results achieved with the use of 
the new insecticides as residual sprays. The book is 
attractively printed and contains photographs of the 
distinguished investigators contributing knowledge to the 
malaria problem. Its chief value lies in its discussion of 
the early history of cinchona. 


MALADIES DES OS ET DES 
ARTICULATIONS 

M. Boppe, Chirurgien des Hépitaux de Paris. 
493 pp., illust. Les Traités du Praticien, Paris, 
1948. 


Les traités du praticien constituent une série de 
volumes écrits sur les différents états pathologiques 
intéressant tous les systémes de 1’organisme, et publiés 
& l’intention du médecin praticien. Dans les traité des 
Maladies des Os et des Articulations, l’auteur fait 
exclusion des lésions traumatiques de 1’appareil loco- 
moteur, des lésions nerveuses centrales ou périphéri- 
ques, de la chirurgie plastique des affections ostéo- 
articulaires dites rhumatismales, Ces différents chapi- 








Canad. M. A. J. 
Nov. 1951, vol. 65 





S) 


SS" Hy 


E. B. S. 


: Each fluid ounce represents: 
"monium Chloride - 169 
roform - s e 


cid Hydrocyanic Dil. B.P. 
Scill 





The expectorants in 
Scilexol E.B.S. increase the 
mobility of respiratory 
tract fluids, aiding in 

their elimination. 


: One to two teaspoonfuls i 
gy Deated every four hours until reliev?" 


An Efficient Expectorant: 
€spiratory Sedative 
and Anodyne- 
Control D-31842 
Maa ses natal elit 
Mma al) Veeco) 1) Va Tho 


+ S 
ar a 
a Nee ee 
a TE a a a a ag as ay et 
a A a ee aa ea i 
ee ee ee ee 


Coughing spasms can be controlled by 
giving Scilexol E.B.S. with the following sedatives.* & 


1 Codeine - - - - - - ~ 1 4r. per ounce 
2 Methodon- - - - - - 10mg. per ounce 
3 Tincture Opium Camphorated 80 min. per ounce 


*Narcotics Order Required \ 
\ 


THE (E [3 Saurreworra CHEMICAL CO. LTD. TORONT 


SY ; 
SCILEXOL § 









. P ae e - pea 
N Syrup Tolu i - 120 mins i 










0. CANADA 


519 





















520 Boox Reviews 


tres sont étudiés dans des traités différents. 

L’auteur ne s’attarde donc qu’aux maladies des os 
et des articulations. Dans son traité il ne perd pas 
de vue le but pratique de son ouvrage, i.e. s’adresser 
au médecin praticien. Il passe vitement sur les lésions 
rares ou relevant d’un diagnostic du spécialiste. I] 
s’arréte aux maladies fréquemment rencontrées en 
pratique courante, telles: 1’ostéomyélite, les ostéo- 
arthrites tuberculeuses, les malformations congénitales 
ostéo-articulaires, les luxations et subluxations con- 
génitales, le rachitisme, les chondrodystrophies de 
l’adolescence, la scoliose et les déviations du rachis. 
Les autres chapitres sont abordés d’une facgon som- 
maire, mais suffisante pour mettre le praticien aux 
aguets, ne serait-ce que pour lui faire suspecter une 
affection en cours et orienter le malade vers un centre 
spécialisé. Le médecin praticien trouvera dans ce 
traité un compagnon utile qui lui rendra de réels 
services. 


TUBERCULOSIS AMONG CHILDREN 
AND ADULTS 


J. A. Myers, Physician in Charge, Chest Clinic, 
Students’ Health Service, University of Minne- 
sota; Chief of Tuberculosis Service, Minneapolis 
General Hospital. 894 pp., illust., 3rd ed. 
Charles C. Thomas, Springfield, Illinois; - The 
Ryerson Press, Toronto, 1951. 


In the third edition of this well-known book the author 
has included more material on tuberculosis in adults, 
hence the book has been re-named “Tuberculosis Among 
Chidren and Adults”. Other new inclusions are descrip- 
tions of cavernostomy and extra-pleural thoracoplasty. 
The advantages of cavernostomy over Monaldi suction 
are very clearly explained. Pulmonary resection is also 
added as a new feature, the history and evolution to 
the present day success is rather interesting. The author’s 
typical easy-to-read flowing style makes this book far 
from tedious, there are numerous direct quotations from 
other authorities on tuberculosis, and the many illustra- 
tions, although not overly clearly reproduced, clarify 
many descriptions. The author has covered a very wide 
field in writing this book as he lists nearly twenty-four 
—— references, and quotes directly from many of 
them. 


BACTERIAL POLYSACCHARIDES 


M. Burger, Formerly, Organic Chemist to the 
Bureau of Laboratories, New York, N.Y. 272 
pp. $7.25. Charles C. Thomas, Springfield,- 
Illinois; The Ryerson Press, Toronto, 1950. 


The author states that the purpose of this book, “is 
to cover in organized fashion those polysaccharide sub- 
stances which are more or less directly related to infec- 
tion and immunity”. He does this very well and discusses 
first the importance of the discovery that pathogenic 
micro-organisms do produce polysaccharides and that 
these are closely related to many important immunologi- 
cal reactions. Then in succeeding chapters he gives a 
detailed description of the work associated with the 
recognition, isolation, characterization, and diagnostic 
applications, of the polysaccharides produced by the 
pneumococci, streptococci, Neisseria, mycobacteria, and 
the many other pathogens which are known to produce 
these substances. A valuable feature of the book is the 
appendix in which there is described in detail the tech- 
niques of various investigators for the isolation and 
purification of a number of these bacterial polysac- 
charides. This book will be of interest to the general 
physician who is concerned with problems relating to 
infection and immunity but it will be much more 
valuable and useful to the professional bacteriologist and 
immunological chemist and especially to such of those 
who are themselves working in this field. 
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ALLERGY: FACTS AND FANCIES 


S. M. Feinberg, Associate Professor of Medicine, 
Chief of Section of Alergy and Director of 
Allergy Research Laboratory, North-Western 
University Medical School. 173 pp. $2.50. 
Harper & Brothers, New York, 1951. 


The author is indeed well qualified to write this little 
but compact primer, which is rich in information and 
is presented in the language which can readily be under- 
stood by the layman. Any patient able to read and of 
average intelligence would be wise to procure this 
volume. It is full of relevant facts, dealing with symp- 
toms, causes and methods of treatment of allergy, up to 
and including the use of the new drugs ACTH and 
Cortisone. The details will frequently bridge the missing 
-information that the patient has not received from his 
physician. The patient becomes aware of the importance 
of detailed application of both preventive and _thera- 
peutic measures in combating his illness. This book is 
recommended not only to the layman and medical stu- 
dent, but to the general practitioner as well. 


THE POSTNATAL DEVELOPMENT OF 
THE HUMAN CEREBRAL CORTEX 


J. L. Conel, Research Associate in Pathology, 
The Children’s Medical Centre, Boston. 189 
pp., illust. $20.00. Vol. IV. Harvard University 
Press, Cambridge, Massachusetts; S. J. Reginald 
Saunders & Co. Ltd., Toronto, 1951. 


Previous volumes of this monograph have described the 
structure of the human cerebral cortex at birth, (1939) 
at one month, (1941) and at three months (1947). 

Professor Conel has now completed his study of the 
normal cerebral cortex at the age of six months, using 
the same histological staining techniques. 

The detailed anatomical description of the different 
cortical areas, profusely illustrated by magnificent plates 
of each area stained with Cresyl-Violet, Cajal, Cox- 
Golgi and the Weigert techniques, make this monograph 
one of out-standing importance to neuroanatomists and to 
neuropathologists. The latter will, for instance, find this 
a vitally important guide in their assessment of the 
cortical damage produced by anoxia. 


STUDIES IN LOBOTOMY 


M. Greenblatt, R. Arnot, H. C. Solomon, 
Editors. 495 pp., illust. $12.00. Grune & 
Stratton, Inc., New York; The Ryerson Press, 
Toronto, 1950. 


This volume is required reading for the neuropsychiatrist 
and neurosurgeon containing as it does an account of 
the experience of the Boston Psychopathic Hospital with 
lobotomy since 1943; 200 cases were analyzed and over 
500 studied. 

The various aspects of the problems of lobotomy are 
covered in outstanding fashion by the contributors. Of 
particular interest and importance to the reviewer are 
the results of the follow-up and the experience with pa- 
tients at home. The anatomical study of brains following 
lobotomy and the study of the results of stimulation of 
the frontal lobe of humans are of interest to the re- 
viewer. Operative technique and complications following 
lobotomy are thoroughly covered. EEG changes, the 
autonomic nervous system and psychometric changes 
following lobotomy all receive attention. A chapter is 
devoted to intractable pain and lobotomy. 

Finally the editors have successfully integrated the 
labours of the distinguished contributors. 


HANDBOOK OF PAEDIATRIC MEDICAL 
EMERGENCIES 


A. G. DeSancris, Professor of Pzdiatrics and 
Chairman of the Department of Pzdiatrics, 
Post-Graduate Medical School, New York Uni- 
versity-Bellevue Medical Centre; and C. Varga, 
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Instructor in Pzdiatrics, Post-Graduate Medical 
School, New York University-Bellevue Medical 
Centre. 284 pp., illust. $5.50. C. V. Mosby 
Company, St. Louis; McAinsh & Co., Toronto, 
1951. 


This is a revised edition of a handbook originally 
printed privately for the resident staff and physicians 
enrolled in courses offered by the Department of Post- 
Graduate Medical School. The ten chapters outline the 
emergency treatment of disorders of the Cardiovascular, 
Gastrointestinal, Genitourinary, Neurological and Respira- 
tory Systems; Drowning and Poisoning; Care of the 
Premature Infant; Miscellaneous Emergencies; Pediatric 
Procedures. An appendix lists the commercial sources of 
poisons and an Addenda supplements the main text with 
methods of treatment developed following its comple- 
tion. The illustrations in the chapters on Drowning and 
Pediatric Procedures give the reader an excellent visual 
description of these treatments. In the chapter dealing 
with Meningitis, the outline of the procedures serves a 
very useful guide but one must keep an open mind re- 
garding the specific antibiotic therapy of the different 
types of Meningitis. 

Interns, pediatricians and general practitioners will 
find this a very informative an practical reference book 
in treating everyday emergencies of medical practice. 


THE DIAGNOSIS AND TREATMENT 
OF ADRENAL INSUFFICIENCY 


G. W. Thorn, Hersey Professor of the Theory 
and Practice of Physic, Harvard Medical 
School; and Physician-in-Chief, Peter Bent 
Brigham Hospital, Boston, Massachusetts. 171 
pp., illust. $7.00. Charles C. Thomas, Spring- 
field, Illinois; The Ryerson Press, Toronto, 1951. 


This book effectively reviews our present knowledge 
of physiology and pathology of the adrenal glands. After 
a brief review of the physiological considerations, the 
author procedes to enumerate the various tests by which 
the function of the glands may be determined. Subse- 
quent chapters deal with the clinical features of Addi- 
son’s disease. There are several excellent colour illustra- 
tions showing the pigmentation in this disease. The 
final chapters deal with napeneee syndromes. Per- 
haps the most detailed part of the volume rightly deals 
with therapy. Treatment of the various diseases of the 
adrenals is presented in detail. The book is well illustrated 
and written in simple concise English, it avoids irrelevant 
detail and presents the subject in a simple and straight- 
forward manner. It should be useful to any student of 
medicine as well as those who are specially interested 
in endocrinology. 


BRITISH SURGICAL PRACTICE 


Sir E. R. Carling, Consulting Surgeon, West- 
minster Hospital and Sir J. P. Ross, Surgeon 
and Director of Surgical, Clinical Unit, St. 
Bartholomew’s Hospital. Vol. 8. 597 pp. illust. 
—— d+ Co. (Publishers), Ltd., London, 


Volume 8 begins with Surgery of the Spleen and the 
whole work ends with Yaws. There are two articles 
by Dr. Gordon Murray of Toronto. The first is Throm- 
bosis and Embolism and the second is Vascular Surgery. 
These two articles deal with the functions of clotting and 
thrombosis, and surgical operations causing impairment 
of the function. The maintenance of a fine balance is 
stressed. This implies prevention rather than cure by 
early rising after operation and deep breathing exercises. 
It is pleasing to note the author’s experience of venous 
ligation. He feels that although it may prevent pulmon- 
ary embolism it is not without its own mortality. The 
author naturally has a preference for the use of heparin, 
and his results seem to bear this out. The article*on 
Vascular Surgery is confined to the heart and great 
vessels. This account is clearer and more exact than 
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the original papers and brings up to date the tre- 
mendous Soudlnah of cardiac and great vessel surgery 
that has taken place during the past ten years. 

The other articles by outstanding authorities are also 
of a high order. Particular mention should be made of 
the fundamentals of surgical technique and especially 
of Dr. Colebrook’s article on Wound Dressings. The 
pate application of the principles he outlines have 

een a success in the Burn Unit of the Birmingham 
Accident Hospital. The equipment which he describes 
in this article should be used in our modern hospitals 
on this continent, and a careful study of the principles 
should enable surgeons to insist that they doald be 
applied. Only the index remains. This work gives an 
excellent picture of present day British Surgery, and is 
highly recommended as a reference work to practitioners 


- of surgery, whether occasional or specialists, as well as 


to candidates for certification and fellowship. 


THE CLOSED TREATMENT OF 
COMMON FRACTURES 


J. Charnley, Assistant Honorary Orthopedic 
Surgeon, Manchester Royal Infirmary; Visiting 
Orthopzdic Surgeon, The Park Hospital, Davy- 
hulme. 190 PP.» illust. $6.75. E. & S. Living- 
stone Ltd., Edinburgh; Published in Canada by 
The Macmillan Co. of Canada, Toronto, 1950. 


This little book is aqueenios in title and appearance, 
nevertheless, as Sir Harry Platt says in the foreword, 
“There is much which will persuade the experienced 
orthopedic surgeon to re-examine some of his most 
cherished pre-suppositions”. As with most British ortho- 
pedic texts, the book is carefully organized, clearly 
written, and stresses fundamental mechanical principles 
in a way which gives meaning to manipulation. The use 
of the intact soft tissue hinge in restoring bony continuity 
is simply explained, as is the method of maintaining the 
continuity by three point plaster cast pressure. There is 
an interesting discussion on knee stiffness following 
fractures of the shaft of the femur and the author ad- 
wnnts some of his own hypotheses for this distressing 
sequel. 

The uses and correct application of the currently un- 
fashionable padded cast are described. Another inter- 
<7 feature in this plastering era is a list of fractures 
which do not need to be treated by plaster. The exact 
movements which must be performed in reducing frac- 
tures are often glossed over in texts, or omitted com- 
pletely to the confusion of the houseman. It is refreshin 
to see these movements satisfactorily explained an 
simply illustrated by Charnly. 

To summarize, we find the book written and illustrated 
with a clarity of someone who has had a wide experi- 
ence and has had sufficient grasp of a complex subject 
to reduce it to basic foailomsatale. 


THE DIAGNOSIS AND TREATMENT 
OF ENDOCRINE DISORDERS IN 
CHILDHOOD AND ADOLESCENCE 


L. Wilkins, Associate Professor of Pediatrics, 
The Johns Hopkins University, Baltimore, 
Maryland. 384 pp., illust. $15.50. Charles C. 
Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1950. 


This book may well attain the status of a classic. It is 
the first book in the reviewer’s experience to deal with 
endocrinolo in pediatric practice. The common 
problems of somatic and sexual growth are stressed. 
From the author’s wide personal experience and a 
thorough knowledge of the literature, many common and 
rare syndromes are carefully explained and the practical 
aspects of their study and management are critically 
described. The book has profuse illustrations of patients 
and of _ histological preparations. The chapters on 
adrenal hyperplasia are particularly noteworthy. 
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Books Received 


Books are acknowledged as received, but in some 
cases reviews will also be made in later issues. 


Clincal Pzediatric Urology. M. Campbell, Professor of Urology, 
New York University Post-Graduate Medical School; Visiting 
Urologist, Bellevue and University Hospitals, New_York. With 
a Section on Nephritis and Allied Diseases in Infancy and 
Childhood; E. Goettsch, Associate Professor of Pediatrics, Uni- 
versity of Southern California School of Medicine; and a. on 
Lyttle, late Professor of Pediatrics, University of Southern 
California School of Medicine. 1113 pp., illust. $21.00. W. B. 
Saunders Co., Philadelphia, Penn.; McAinsh & Co., Ltd., 
Toronto, 1951. 


The Odyssey of Modern Drug Research. R. Burlingham. 123 
pp., illust, The Upjohn Co., Kalamazoo, Michigan, 1951. 


car of the First Conference on Electrokymography. 
Held May 25-26, 1950, in Bethesda, Md., sponsored by the 
National Heart Institute. Edited by B. R. Bonne, F. G. Gillick, 
etc. 215 pp., illust. $0.75. United States Government Printing 
Office, Washington, 1951. 


Experiment in Dental Care. J. T, Fulton, Dental Services 
Adviser, Children’s Bureau, Social Security Administration, 
Federal Security Agency, Washington, D.C. 87 pp., illust. $1.00. 
World Health Organization, Palais des Nations, Geneva, 1951. 


Electron Microscopic Histology of the Heart. ‘B. Kisch, Re- 
search Associate in Cardiology, Mt. Sinai Hospital, New York 
City, Professor at Yeshiva University, New York City. 106 pp., 
illust. $5.00, Brooklyn Medical Press Inc., New York, 1951. 


The Collected Papers of Adolf Meyer. General Editor, E. E. 
Winters. Vol. III. Medical Teaching—with an introduction by 
F. G. Ebaugh, Professor of Psychiatry, The University of 
Colorado. 577 pp. Four volume set, $30.00. The Johns Hopkins 
Press, Baltimore, 1951. 


Proceedings of the First Research Conference on Psycho- 
surgery (November 17-18, 1949). Edited by N, Bigelow. 173 pp., 
illust. $1.00. Federal Security Agency. The Superintendent of 
Documents, Government Printing Office, Washington, D.C. 


The Enzymes. Edited by J. B. Sumner, Laboratory of 
Enzyme Chemistry, Cornell University, Ithaca, New York; and 
K. Myrback, Institute for Organic Chemistry and Biochemistry, 
University of Stockholm, Sweden. Vol. II, Part I. 790 pp., illust. 
$14.80. Academic Press Inc., New York, 1951. 


Nutrition and Alcoholism. R. J. Williams. 82 pp. $2.75. Uni- 
versity of Oklahoma Press, Norman; Burns & MacEachern, 
Toronto, 1951. 


Endoscopy. E. B. Benedict, Assistant Clinical Professor of 
Surgery, Harvard Medical School, Endoscopist, Massachusetts 
General Hospital, Boston, Massachusetts. 373 pp., illust. $11.25. 
The Williams &. Wilkins Co., Baltimore; Burns & MacEachern, 
Toronto, 1951. 


The Practice of Sanitation. E. S. Hopkins, Principal Associ- 
ate Engineer, Bureau Water Supply, Baltimore, Maryland; and 
F. B. Elder, Engineering Associate, American Public Health 
Association. 423 pp., illust. $8.25. The Williams & Wilkins Co., 
Baltimore; Burns & MacEachern, Toronto, 1951. 


Treatment of Asthma. Edited by H. A. Abramson, Associate 
Physician and Chief, Allergy Clinic, The Mount Sinai Hospital, 
New York. 751 pp., illust, $12.25. The Williams & Wilkins Co., 
Baltimore; Burns & MacEachern, Toronto, 1951. 


Nasal Sinuses. O. W. Van Alyea, Associate Clinical Professor, 
Department of Laryngology, Rhinology, and Otology, University 
of Illinois College of Medicine, Chicago. 327 pp., illust., 2nd ed. 
$10.00. The Williams & Wilkins Co., Baltimore; Burns & Mac- 
Eachern, Toronto, 1951. 


The Doctor. S. R. Truman, 151 pp. $3.50. The Williams & 
Wilkins Co., Baltimore; Burns & MacEachern, Toronto, 1951. 


A History of Neurological Sergey, Edited by E. Walker, 
Professor of Neurological Surgery, he Johns Hopkins Uni- 
versity. 583 pp., illust. $13.25. The Williams & Wilkins Co., 
Baltimore; Burns & MacEachern, Toronto, 1951. 


Bacterial Toxins. W. E. Van Heyningen, Senior Research 
Officer, Sir William Dunn School of Pathology, University of 
Oxford, 133 pp., illust. $4.75. Charles C. Thomas, Springfield, 
Illinois; The Ryerson Press, Toronto, 1951. 


Tobacco. G. M. Roth, Associate Professor of Experimental 
Medicine, Mayo Foundation for Medical Education and Re- 
search Graduate School, University of Minnesota. 66 pp. $2.75. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1951. 


Manual Therapy. J. B. Mennell, Consulting Physician in 
Physical Medicine, St. Thomas’s Hospital, Vice-President and 
Hon. Fellow, Chartered Society of Physiotherapy, London, 
England. 64 pp., illust. $2.75. Charles C. ‘Thomas, Springfield, 
Illinois; The Ryerson Press, Toronto, 1951. 


Pharmacology of the Failing Human Heart. J. McMichael, 
Professor of Medicine in the University of London at the Post- 
Graduate Medical School of London. 63 pp., illust. $2.75. Charles 
— Springfield, Illinois; The Ryerson Press, Toronto, 


The Quantitation of Mixtures of Hzmoglobin Derivatives by 
Photoelectric Spectrothotometry. F. T. Hunter, Associate in 
Medicine, Harvard Medical School, Associate Physician and 
Clinical Pathologist Massachusetts General Hospital, Boston, 
Massachusetts. 226 pp., illust. $10.25. Charles C. Thomas, Spring- 
field, Illinois; The Ryerson Press, Toronto, 1951. 
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OPHTHALMOLOGY 


By Arno E. Town, M.D., Professor of Ophthalmology, 
The Jefferson Medical College of Philadelphia, and 
Eleven Contributors. 


511 pages, 208 illustrations. 1951. $12.00. 


Written primarily for students and general practi- 
tioners, this new book covers all diseases and 
conditions of the eye which the general practitioner 
will be called upon to treat in his everyday practice. 
Modern diagnostic and therapeutic measures are 
detailed, and particular emphasis has been placed 
on the use of the ophthalmoscope and the interpreta- 
tion of the fundus picture. 


Order from your bookseller 
or from 


THE MACMILLAN COMPANY OF CANADA LIMITED 
70 Bond Street, 


Toronto 2, Ontario 


- 


THE PHYSIOLOGY 
OF THE NEWBORN INFANT 


By Clement A. Smith, Boston Lying-in Hospital, 
Harvard Medical School. Second enlarged edition of 
an authoritative book. Chapters dealing with respira- 
tion, nutrition, and kidney function have en 
essentially rewritten. “It is difficult to understand 
how any conscientious pediatrician can avoid usin 
this book in his daily contacts with newborn babies.” 
—American Journal of Diseases of Children. 365 
pages, 52 illustrations, second edition, 1951. $9.00. 


MEDICAL AND PHYSICAL 
DIAGNOSIS 


By Samuel A. Loewenberg, Jefferson Medical College. 
This new edition of a leading medical text contains 
over one hundred additional pages of important 
material. “An immense field is successfully covered 
for student, specialist and general practitioner alike.” 
—Medical Times. 1235 pages, 717 illustrations, eighth 
edition, 1951. $16.25. 


Write for our Catalogue of Medical Books 


THE RYERSON PRESS 
TORONTO 





JOURNAL OF 
Canadian Medical Association 


Editorial offices — 3640 University St., Montreal 2 


General Secretary’s office—135 St. Clair Ave. W., Toronto 


Subscription rates: The Journal is supplied only to 


paid up members of the Canadian Medical Association 
with the following exceptions: for medical libraries, 
hospitals and doctors residing outside of Canada, the 
annual subscription is $10.00; for medical students 
residing in Canada there is a special rate of $2.50 per 
annum. All subscriptions and related correspondence 
should be addressed to the General Secretary’s office 
at 135 St. Clair Avenue West, Toronto 5, Ontario. 


Contributors: Articles are accepted on condition that 


they are contributed solely to this Journal. Material 
contributed to this Journal is covered by copyright, 
and permission must be obtained for its reproduction 
either in part or in whole. 


Manuscripts must be typewritten, double spaced, and 
the original copy. 


Papers should be kept below 4,000 words wherever 
possible. Whilst not necessarily a cause for rejection, 
excessive length of an article is undesirable. 


References: in the case of a journal arrange as follows: 
author (Jongs, A. B.), title, journal, volume, page, year. 
In the case of a book: W1Lson, A., Practice of Medicine, 
Macmillan, London, Ist ed., p. 120, 1922. 


Illustrations: A limited number will be accepted. 


Photographs should be clear: drawings should be in 
india ink on white paper. All unmounted. Legends 
to be typed separately. 


Reprints: May be ordered upon forms sent with galley 


proofs. 


News: The Editor will be glad to consider any items 
of news that may be sent in by readers. 
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CLASSIFIED ADVERTISEMENTS 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 

Rates: $2.50 for each insertion of 40 words or less, 
additional words 5c each. 


POSITION VACANT.—Wanted by established medical group 
in Central Ontario city, certified internist, or with Fellowship 
Qualifications. Apply, stating qualifications, experience, age, 
expected salary, and references. Apply to Box 252, Canadian 
Medical Association Journal, 3640 University Street, Montreal. 


POSITION VACANT.—Required immediately, Junior Medical 
Assistant to Superintendeat of 815-bed hospital. Applications to 
be submitted to: Superintendent, Regina General Hospital, 
Regina, Saskatchewan. State age, experience, and_ salary 


, expected. 


POSITION VACANT.—Post of Medical Assistant to the 
Medical Director of Frontier Nursing Service, i c 
Mountains. Twenty-five bed modern hospital, 
headquarters, six outpost nursing centres. For particulars, 
address Mrs. Breckinridge: Wendover, Leslie County, Kentucky, 


ience in anzesthesia necessary. Apply direct to Employment 
Manager, Canadian Johns-Manville Co., Asbestos, P.Q. 


POSITION VACANT.—Resident physician for 150-bed hos- 
pital, Contagious diseases and tuberculosis in children. $125.00 
per month. Apply The Medical Superintendent, Alexandra Hos- 
pital, 230 Charron Street, Montreal, 


POSITION VACANT.—Associate busy obstetrician-gynecol- 
ogist, salary for one year then partnership if mutually satis- 
factory. Eventual opportunity take over entire practice. Re- 


al, 3640 University Street, 


Canadian Medical Association Journal, 3640 University 
Street, Montreal. 


POSITION VACANT.—General physician required for work 
with group in Western Ontario offering post-graduate work, 
annual holidays and pension plan. Please give full details in first 
letter. Apply Box 241, Canadian Medical Association Journal}, 
3640 University Street, Montreal. 


POSITION VACANT.—A qualified internist or equivalent 
training to join four-man specialist group. Two modern hospitals, 
Apply to Box 242, Canadian Medical Association Journal, 3640 


POSITION VACANT.—Assistant radiologist wanted to. work 
with radiologist holding contracts with several moderate size 
hospitals in central Ontario. Apply to Box 245, Canadian Medical 
Association Journal, 3640 University Street, Montreal, Quebec. 


enter established practice for five months while owner recu- 
perates from illness, with option of taking over practice at end 
of period. Furnished Office includes X-ray equipment. Overhead 
expenses $15.00 month!y — only outlay. References required. 
Apply to Box 248, Canadian Medical Association Journal, 3640 
University Street, Montreal. 


POSITION WANTED.—German doctor, M.D. Géttingen, 
seeks employment as intern at a hospital in Manitoba or Sas- 
katchewan for preparation as a Canadian doctor. Apply to Box 
249, The Canadian Medical Association Journal, 3640 University 
Street, Montreal. 


Continued on page 36 
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In addition to a thoroughly modern scientific 
approach to the patient’s problems, Homewood 
stresses the advantage of a homelike environ- 
ment for nervous and mild mental disorders, 
psychoneurosis and a limited number of habit 
cases and cases of senility all under the indi- 
vidual care of Psychiatric Specialists and 
Physicians and a competent Psychiatric staff. 
All modern therapy is available including 
Psychotherapy, Insulin, Electroshock and 
Electronarcosis combined with excellent Occu- 
pational and Recreational facilities. Home- 
wood is situated in over 90 acres of beautiful 
woods and flowering lawns, and provides 
accommodation for over 200 patients. 
Physicians and those interested are invited to 
visit Homewood or to write for an illustrated 


Folder to: 
F. H. C. BAUGH, M.D.C.M., Medical Supt. 


-THE HOMEWOOD SANITARIUM OF GUELPH, ONTARIO, LIMITED 


NEW YORK UNIVERSITY 
POST-GRADUATE MEDICAL SCHOOL 
477 FIRST AVENUE, NEW YORK 16, N.Y. 


Department of Industrial Medicine 


OCCUPATIONAL DERMATOSES 
5 days — full-time. February 4 through 8, 1952 
Originally scheduled as a part-time course, now as an inten- 
sive one week course Monday through Friday, 9:30 a.m. to 4:30 
p.m., in the diagnosis,’ treatment and prevention of occupational 
dermatoses. 












FELLOWSHIP OF POSTGRADUATE 
MEDICINE 


60 Portland Place, London, W. 1. 
Telephone: Langham 4266 



















with which is associated many of the General and 
Special Hospitals in London, is making every effort 
to provide postgraduate instruction and will be glad 
to give information regarding the facilities available. 









Department of Preventive Medicine 


TROPICAL MEDICINE 
7/2 weeks — full-time. January 7 through February 29, 1952 












Department of Anesthesiology 


REGIONAL ANESTHESIOLOGY 
2 weeks — full-time. January 7 through 18, 1952 


Courses are arranged as it is found practicable to do so, 
and special attention is paid to the requirements of 
candidates for the M.R.C.P. (London) and F.R.C.S. 
(England) examinations. 









Department of Orthopedic Surgery 

BASIC SCIENCES IN RELATION TO ORTHOPEDIC 
SURGERY (GRADUATE COURSE) 

6 months — full-time. January 2 through June 28, 1952 


ANATOMY FOR ORTHOPEDIC SURGEONS 
6 days full-time. January 7 through 12, 1952 








Courses arranged by the Fellowship of Postgraduate 
Medicine are open only to members; annual subscrip- 
tion from month of joining, 10/6d. 






Department of Neurology 
DIAGNOSIS AND TREATMENT OF PERIPHERAL NERVE 


INJURIES 
5 days — full-time. January 14 through 18, 1952 










The “Postgraduate Medical Journal” is published 
monthly; annual subscription, 24/—, post free. 







Department of Dermatology and Syphilology 


SEMINAR IN DERMATOLOGY AND SYPHILOLOGY 
5 days — full-time. January 14 through 18, 1952 













MAURICE DAVIDSON, M.D., F.R.C.P. 
DAVID LEVI, M.S., F.R.C.S. 









For application and information about these and other courses 
address: Office of the Dean, Post-Graduate Medical School 


(A Unit of the New York University-Bellevue Medical Center) 






Honorary Secretaries 


POSTGRADUATE DIVISION 
TUFTS COLLEGE MEDICAL SCHOOL 
Courses for the General Practitioner 
RHEUMATIC DISEASES, February 4-6, 1952 


Arthritis, rheumatic fever, diseases of the muscles, 
fractures, sprains, etc., and medical aspects of bone 
diseases. Emphasis on differential diagnosis, compli- 
cations, and therapy. Demonstrations and practice in 
physical therapy. Dr. Heinrich Brugsch in charge. 
Tuition fee: $30. 


HEMATOLOGY I, February 11-15, 1952 


Conferences, laboratory demonstrations, clinical pres- 
entations, and lectures on the anemias (pernicious, 
iron-deficiency, hemolytic), leukopenic disorders, 
leukemia, hemorrhagic disorders, polycythemia, and 
lymphomas, Dr. William Dameshek in charge. 
Tuition fee: $40. 

For enrollment forms and information on _ other 
courses, address Postgraduate Courses, 30 Bennet 
Street, Boston 11, Mass. 


H. K. LEWIS & Co. Ltd. 


MEDICAL PUBLISHERS and BOOKSELLERS 
LARGE STOCK OF WORKS ON 
MEDICINE AND GENERAL SCIENCE 


of all Publishers. Catalogues on request. 
Please state interests. 


SECONDHAND DEPT.: 140 Gower St., London, W.C.1 
A constantly changing large stock of Medical and 
Scientific Literature. Books sought for and reported 
free of charge. Please write for lists. stating interests. 


LONDON: 136 GOWER STREET, W.C.1 


CABLEGRAMS:—PUBLICAVIT WESTCENT—LONDON 


DEPARTMENT OF HEALTH 
NEWFOUNDLAND 


The Newfoundland Department of Health 
requires Internes for the 450 bed General 
Hospital situated in the capital city of St. 
John’s. This Hospital is approved for interne- 
ship by the Canadian Medical Association 
and the rotating interne arrangement guar- 
antees services in General Surgery, General 
Medicine, and in at least two of Orthopaedics, 
Paediatrics, Radiology, and Eye, Ear, Nose 
and Throat. There is also a one month affilia- 
tion in Obstetrics. 

These posts carry a salary of $1,800.00 per 
annum (Canadian funds) together with full 
maintenance at the institution. Full cost of 
transportation to Newfoundland is paid by 
the Department of Health and the cost of 
return transportation is paid at the end of 
one years satisfactory service. Interested 
applicants should apply to the Medical 
Superintendent, General Hospital, St. John’s, 
Newfoundland, Canada. 


Leonard Miller, M.D., 
Deputy Minister of Health, 
St. John’s, 

Newfoundland. 
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A_ Doctor’s Pilgrimage. E. A. Brasset. 256 pp. $3.50. J. B. 
Lippincott Co., Philadelphia, New York and Montreal, 1951. 


Chance and Design in Physiological Research. G. L. Brown, 
Jodrell Professor of Physiology in the University of London. 
14 pp. 3s. H. K. Lewis & Co. Ltd., London, England, 1951. 


The Biochemical Approach to Biological Examination. E. 
Baldwin, Professor of Biochemistry in the University of London. 
20 pp. 3s. 6d. H. K. Lewis & Co. Ltd., London, England, 1951. 


The Essentials of Modern Surgery, Edited by R. M. Hand- 
field-Jones, Senior Surgeon to St. Mary’s Hospital; and Sir A. 
E. Porritt, a Surgeon to His Majesty the King; Surgeon, St. 
Mary’s Hospital and Royal Masonic Hospital. 1063 pp., illust., 
4th ed. $10.50. E. & S. Livingstone Ltd., Edinburgh; Macmillan 
Co. of Canada Ltd., Toronto, 1951. 


Incontinence in Old People. J, C. Brocklehurst, Major 
R.A.M.C., formerly Christine Hansen Research Fellow _in the 
University of Glasgow. 191 pp., illust. $5.75. E. & S. Living- 
—_* Ltd., Edinburgh; Macmillan Co. of Canada Ltd., Toronto, 


A Textbook of Medicine. Edited_by E, N. Chamberlain. 962 
pp,. illust. $9.50. John Wright & Sons Ltd., Bristol; Simpkin 
Marshall Ltd., London; Macmillan Co. of Canada Ltd., Toronto, 
951. 


Children’s Radiographic Technique. F. E. Shurtleff, The Chil- 
dren’s Medical Centre, Boston, Massachusetts. 80 pp.,_illust. 
$4.50, Lea & Febiger, Philadelphia; Macmillan Co. of Canada 
Ltd., Toronto, 1951. 


A Doctor’s Report on Dianetics. J. A. Winter. 227 pp. Julian 
Press Inc., New York, 1951. 


The Glaucomas. H. S. Sugar, Director of Glaucoma Clinic, 
Receiving Hospital, Detroit. 469 pp., illust. $13.50, C. V. Mosby 
Co., St. Louis, Mo.; McAinsh & Co. Ltd., Toronto, 1951. 


Plastic Surgery of the Nose. J. B. Brown, Professor of Clini- 
cal Surgery, Washington University School of Medicine, St. 
Louis, Mo.; and F. McDowell, Assistant Professor of Clinical 
Surgery, Washington University School of Medicine, St. Louis, 
Mo, 427 pp., illust. $17.00. C. V. Mosby Co., St. Louis, Mo.; 
McAinish & Co. Ltd., Toronto, 1951. 


Continued on page 79 
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STUDY 


For Canadian and U.S.A. Practitioners 


s@- Are you preparing for any Medical, or Surgical 
Examination? 
Send Coupon below for valuable publication 


“GUIDE to MEDICAL EXAMINATIONS” 


PRINCIPAL CONTENTS 


e F.R.C.S. England and Edinburgh. 
The F.R.C.P. & $: of Canada and Certification Exams. 
The M.R.C.P. London and Edinburgh. 
Diploma In Anesthetics. 

The Diploma in Tropical Medicine. 
Diploma | pee. 
Diploma in Psychological Medicine. 
Diploma in Child Health. 

Diploma in Physical Medicine. 
Diploma in Public Health. 
Diploma in Laryngology. 


You can prepare for any of 
these qualifications by postal 
study at home and come 

to Great Britain for ex- DI L 
amination. We special- CORRESPONDENCE 
= ———, COLLEGE 
uition. ourses for 3 

all Canadian and 0 eS Fe es. 


— ee. Sir,—Please send me a copy of your 


“Guide to Medical Examinations” 
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Pr seal 


y) 
COT ks ele a 


Supplied in one-ounce bottles with dropper 


Sivce rite 
of Hydrogen Peroxide .~- with carbamide 


Instill one-half dropperful into affected ear four times daily 


Samples and Literature on request 


Inte_national Pharmaceutical Corporation 


: BL r ) WL 


Antibacterial 
Hygroscopic 
Decongestant 
Non-Toxic 
Non-Irritating 






















Constituents : 
Hydrogen Peroxide 1.5% 
Urea (Carbamide) 2.5% 
8 Hydroxyquinoline 0.1% 
Dissolved and stabilized in 
substantially anhydrous 
glycerol q.s.ad. 30cc. 


132 Newbury Street, Boston 16, Massachusetts 





Books Recezved 
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Aids to Anatomy, R. J. Last, Professor of Applied Anatomy, 
Royal College of Surgeons of England; Examiner in Anatomy 
and Superintendent of Dissections to the Examining Board in 
England. 379 pp., llth ed. $1.45. Bailliére, Tindall & Cox, 
London; Macmillan Co. of Canada Ltd., Toronto, 1951. 


Modern Treatment Year Book 1951, Edited by Sir C. Wakeley, 
Fellow of King’s College, London, Surgeon, Royal Masonic 
Hospital and Belgrave Hospital for Children, Editor of ‘‘The 
Medical Fress’’. 360 pp., illust. $3.35. The Medical Press by 
Bailliére, Tindall & Cox, London; Macmillan Co. of Canada Ltd., 
Toronto, 1951. 


Functional Neuro-anatomy. A. R. Buchanan, Professor of 
Anatomy, University of Colorado School of Medicine, Denver, 
Colorado. 323 pp., illust., 2nd ed. $9.00. Lea & Febiger, Phila- 
delphia; Macmillan Co, of Canada Ltd., Toronto, 1951. 


Maladies du Foie. R. Cachera avec la collaboration de G. 
Albot, R. Dupuy, R. Fauvert, M. Lamotte, S. Lamotte-Barrillon 
st = Rubens-Duval. 1405 pp., illust. Les Editions Médicales, 

aris. 


The British Encyclopzdia of Medical Practice, 2nd ed. The 
Rt. Hon. Lord Horder, extra physician to H.M. The King, Con- 
sulting Physician to St. Bartholomew’s Hospital, London. Vol. 
6. Gastritis to Hypermetropia. 712 pp., illust. Butterworth & Co. 
(Canada) Ltd., Toronto, 1951. 


The Application of Scientific Methods to Industrial and 
Service Medicine. Medical Research Council. 112 pp. 3 s. net. 
His Majesty’s Stationery Office, London, 1951. 


The Public Health Nurse and Her Patient. R. Gibert, Co- 
ordinator, Course for Mental Hygiene Consultants and Assistant 
Professor of Nursing Education, Teachers College, Columbia 
University. 348 pp. $4.70. Published for’ The Commonwealth 
Fund by Harvard University Jress, Cambridge, Massachusetts; 
S. J. Reginald Saunders & Co. Ltd., Toronto, 1951. 


A Colour Atlas of Morphologic Hzematology with a guide to 
Clinical interpretation, Geneva. A. Daland, Chief Laboratory 
Assistant in Hzematology,. Thorndike Memorial Laboratory, 
Research Laboratory Technician, Boston City Hospital, Edited 
by T. H. Ham. 74 pp., illust. $6.25. Harvard University Press, 
Cambridge; S. J. Reginald Saunders & Co. Ltd., Toronto, 1951, 


The 1951 Year Book of Medicine. Edited by P. B. Beeson, J. 
B. Amberson, W. B. Castle, T. R. Harrison, G. B, Eusterman. 
696 pp., illust. $5.00. The Year Book Publishers, Inc., Chicago, 
1951. 


Proceedings of the International Society of Hematology. 
C. V. Moore, Editor-in-Chief. 593 pp., illust. $12.00 cloth, $9.50 
paper. Grune & Stratton, New York; The Ryerson Press, 
Toronto, 1951. 


Nutrition for Today. E. C. Robertson, Nutrition Research 
Laboratory, Hospital for Sick Children, Toronto, Department of 
Pediatrics, University of Toronto. 350 pp., illust. $4.50. Mc- 
Clelland & Stewart Limited, Toronto, 1951. 


Canadian Master Tax Guide. 7th ed., September, 1951, It 
is based upon the Income Tax Act with rates and fees under 
The Excise Tax Act, The Companies Act and The Dominion 
Succession Duty Act. 340 pp. $3.00. CCH Canadian Limited, 
Toronto and Montreal, 1951. 


A Textbook of Clinical Neurology. J. M. Nielsen, Clinical 
Professor of Neurology and Psychiatry, University of Southern 
California. 709 pp., illust., 3rd ed. $10.00. Paul B. Hoeber Inc., 
New York, 1951. 


Exercises. B. Behn, former Superintendent Physiotherapist, 
Newcastle General Hospital. 32 pp., illust. $0.65. E. & S. Living- 
—_ Ltd., Edinburgh; Macmillan Co. of Canada Ltd., Toronto, 


Gynecological Endocrinology for the Practitioner. P. M. F. 
Bishop, Senior Lecturer in Applied Physiology, Guy’s Hospital 
Medical School. 132 pp., illust., 2nd ed. $2.30. E. & S. Living- 
= Ltd., Edinburgh; Macmillan Co, of Canada Ltd., Toronto, 
1 . 


Inhalation Anzsthesia. A. E. Guedel, Associate Clinical Pro- 
fessor of Surgery (Emeritus), University of Southern Cali- 
fornia School of Medicine. 143 pp., 2nd ed. $3.75. Macmillan Co. 
of Canada Ltd., Toronto, 1951. 


The Thyroid. T, H. McGavack, Professor of Clinical Medicine. 
New York Medical College; Director of the New York Medical 
College, Metropolitan Hospital Research Unit. 646 pp., illust. 
$15.50. C. V. Mosby Co., St. Louis, Mo.; McAinsh & Co. Ltd., 
Toronto, 1951. 


Manual of Tumour Nomenclature and Coding, prepared by 
Subcommittee of the Statistics Committee, American Cancer 
Society. 119 pp. $2.50. American Cancer Society, New York, N.Y., 
1951. 


Cunningham’s Textbook of Anatomy. Edited bY J. C. Brash, 
Professor of Anatomy, University of Edinburgh. 1559 pp., illust., 
9th ed. $16.25. Geoffrey Cumberlege, Oxford University Press, 
London, New York, Toronto, 1951. 
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COUNCIL ACCEPTED 


Dilaudid hydrochloride 


(dihydromorphinone hydrochloride) 


For the relief of pain, Dilaudid hydrochloride 
has several advantages over morphine. It is 
a stronger analgesic, acts more quickly, and 
is less likely to cause undesirable symptoms. 






Hypodermic and oral tablets, DOSE: Dilaudid hydrochloride 1/20 grain 
rectal suppositories, will usually take the place of 
ampules, and powder. 1/4 grain morphine sulphate. 





Dilaudid, Trade Mark reg. Canada. 
Manufactured by Bilhuber-Knoll Corp. 


MERCK & CO. Ltd. Selling Agents 560 De Courcelles St., MONTREAL 


DIAGNOSTIC SET 


This Basic Diagnostic Set with Large Handle 
can either be used on its own or may be re- 
garded as a basis for the accumulation of a 
more comprehensive outfit by adding other 
interchangeable components at a later date. 
Gowlland instruments are chromium plated, un- 
tarnishable, strongly made and of advanced 
design. They incorporate all the latest manu- 
facturing improvements and represent quite 
unbeatable value-for-money. 










Set No: 3000LH illustrated contains an improved May 
Ophthalmoscope, <Auriscope with three interchangeable : ; nes 

: s Py aaa Ca a instruments 
Specula, Large Battery Handle, Spare Lamp complete in case. 





MADE NEAR LONDON, ENGLAND. OBTAINABLE FROM ALL SURGICAL SUPPLY HOUSES. 


